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FAINTING IN BLOOD DONORS 


REPORT TO THE MEDICAL RESEARCH COUNCIL PREPARED BY A SUBCOMMITTEE OF THE BLOOD 
TRANSFUSION RESEARCH COMMITTEE* 


The bleeding of donors that has taken place to meet war- 
time needs for blood and blood derivatives has aroused 
interest in the cause and nature of the “faint” that may 
occur during or after the donation of blood (Brown and 
McCormack, 1942; Greenbury, 1942; Poles and Boycott, 
1942 ; Williams, 1942). If such faints could be prevented 
the work of the Transfusion Service would be facilitated, 
as, apart from the discomfort they cause the donor, they 
delay the bleeding procedure. Further, a faint may occur 
(Poles and Boycott, 1942) when the donor has returned to 
work, resulting in possible serious consequences where 
machinery is concerned. Two investigations were there- 
fore instituted: (I) to identify factors that may be asso- 
ciated with fainting during blood donation, with a view 
to their correction ; (II) to determine the frequency of 
delayed faints. . 


I. FACTORS ASSOCIATED WITH FAINTING IN 
BLOOD DONORS 

The inquiry into the possible factors associated with fainting 
was carried out between the months of May and August, 1942. 
in a number of bleeding centres in England and Scotland. 
Although the actual details of bleedings vary with the locality, 
the general procedure approximates to that previously described 
(Brown and McCormack, 1942). The fact that a card had to 
be filled in for the donor studied may have slightly slowed 
down the routine in some instances. 

To measure the actual frequency of fainting in different 
classes of donors—e.g., men and women, the young and old, 
manual and clerical workers, etc.—it would be necessary to 
collect details of every person bled, whether fainting or not 
fainting (or at least of a large sample). The fainting rate— 
ie, number fainting divided by number bled—could then be 
calculated for each class. The resulting figures would show 
whether there were any appreciable differences in incidence 
between the classes, and whether, therefore, it would be wise 
to reject certain types of donors as being too subject to fainting. 
This method of inquiry would, however, have placed a heavy 
strain on the centres by asking them to supply detailed informa- 
tion about large numbers of donors. It would have severely 
limited the number of questions that could be asked about 
the donor, so reducing the value of the inquiry. 

As an alternative method of investigation the following 
scheme was adopted (see accompanying Record Card). The 
centres wefe asked to complete a card for (a) every donor who 
fainted during a bleeding procedure ; (b) for the next donor 
bled by the same person. By this means the characteristics 
of those persons who fainted could be compared with the 
corresponding characteristics of an unselected group who did 
not faint. The data should show whether certain characteristics 
appear with a materially greater frequency in the fainting group 








* The thanks of the subcommittee are due to the Depot Directors 
and Regionai Transfusion Officers of England and Scotland who 
collected the data which form the basis of this report and to 


Dr. Bradford Hill for carrying out the statistical analysis. 


than in the non-fainting, and thus answer the main question 
at issue—viz., are certain features significantly associated with 
an increased incidence of fainting? 





MEDICAL RESEARCH COUNCIL:, BLOOD TRANSFUSION 
RESEARCH COMMITTEE 


FAINTING IN Donors 


Name of person who bled donor Postal address of place of bleeding 
(Block letters) 


10. Was the free flow of blood achieved 
(a) without difficulty.......... 


_ 
Z 
ry 
3 
oe 
° 
= 
Q. 
° 
Ss 
° 
a) 


(Block letters) 


2. Age last birthday.............. (6) with difficulty ............ 
Ra OMS OD Bon cbs é0'0 vse 00s (c) with accompanying haema- 
Married or Single.............. toma formation.......... 
WS OCU OMION ch. ois dic odio at's cages 11. Quantity of blood withdrawn 
5. Does-donor stand or'sit at Work? ccc cccnctscccccevccene c.cm. 
Se Misi ais atia ai ora ai arene ars waieiarete a.m. 
6. Time of donor’s arrival a.m. 12. Time of last ordinary meal...... 
SR GGB OG oe viciiaciec cues eeee eaten p.m. 
p.m. a.m. 
a.m. 13 


. Time of any intervening snack... . 
.m. 


s 


- Time of venepuncture.......... 


8. Time of finish of bleeding 


. Menstruation: present.......... 
OF WHER GUG 665 :6'<:6/c.020.4 0a 


—i.e., withdrawal of a.m. 15. Number of times previously 
ON Po eit pedios on ee te teaas MOOS 6 sisricledens Saeed con aanve 
.m. 16. Number of previous faints con- 

9. Time of donor’s departure a.m. nected with blood donation.... 
PROMOS NOO oo.6-0.s.6 000 ds. 0g oes 17. History of fainting not connected 
p.m. with blood donation.......... 


eee eee eee ee ee) 


Data concerning Fainting Attack 


18. Describe stage of bleeding procedure at which attack started.............. 
19. Time at which attack started................ “eer p.m. 
20. Underline those symptoms applicable: Feeling of. warmth, restlessness, 
epigastric discomfort, pallor (state distribution)...............eeeeeeee. 
dizziness, blurring of vision, sweafing, feeling of cold, nausea, vomiting, 

loss of consciousness, convulsions. 
21. Description of any other symptoms. ...............ccecccccccccecceeecs 
22. Any other observations regarded as relevant............2eeeeeceeeeeeere 
TO 6 did ho 66 ss a4 ba ioe ada e te mene te 

(Depot Director or Regional Transfusion Officer) 





Definitions 

A donor was regarded as having “fainted” if any of 
the symptoms or signs usually associated with fainting were 
shown (Brown and McCormack, 1942) and the, severity neces- 
sitated a delay or alteration in the normal procedure. A list 
of such symptoms or signs was given (Question 20), ranging 
from the slight, such as a feeling of warmth, pallor, or dizzi- 
ness, to the severe, such as vomiting, loss of consciousness, or 
convulsions. .The expression “faint” or “fainting” in the 
tables and discussion that follow must always, therefore, be 
read in this sense. The great majority of faints comprised 
more than one of these signs or symptoms. 

The bleeding procedure for which each record was required 
was the course of events from the donor’s arrival at the centre 
until his or her departure. The incidence of fainting therefore 
deliberately omits those cases in which the faint took place 
after the donor’s departure from the centre: these are the 
subject of the second investigation recorded here. 

As already stated, the non-fainting donor who was to serve 
as a control to the one fainting was to be the next donor after 

4338 
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the faint who was bled by the same person. In the event 


_of this control also fainting the next two cases were taken 


as controls. No departures from this rule were allowed. In 
fact, the centres did not invariably find it possible to provide 
the control case required. For example, the last donor bled 
by a particular bleeder on a given day may have fainted, so 
that no subsequent case was available. The discrepancy is 


‘ not likely to affect the comparisons materially, since there 


were, in all, 335 control cases to 362 faints—not a serious 
departure from the required equality. 


Reliability of the Sample 


Some check on the reliability of this sampling procedure is 
possible. It will be seen from the record card that certain 
times were asked—to show how long the donor had been at 
the centre before the faint occurred, etc. As it was, of course, 
impossible to foretell which donor would faint and which 
would not, it was necessary to keep a time sheet for every 
donor. This information was therefore available for the whole 
“ population ” of donors as well as for the samples of fainters 
and controls: the time sheets were returned by two of the 
largest centres. In the one (Centre S) the number of donors 
was 3,345, and cards were completed for 181 faints, giving 
a fainting rate of 5.4%. In the other (Centre M) the number 
of donors was 1,864, and cards were completed for 107 faints, 
giving a fainting rate of 5.7%. Applying these ratios to the 
various times recorded on the sample cards gives an estimate 
based upon the sample of the average time spent at the centre 
by the whole population. (For example, the average length 
of wait at the centre before bleeding was 14.2 minutes for 
the controls and 13.1 minutes for the fainters. As fainters 
were 5.4% of the total the average length of wait for the 
whole population can be estimated from the sample as 
(13.1 x 5.4)+(14.2 x 94.6)+100, or 14.1 minutes.) These values 
can be compared with those recorded on the time sheets for 
all the donors, and they give the results shown in Table I. 











TABLE I 
Centre S Centre M 
From Time | Estimated | From Time | Estimated 
Sheets from Sample Sheets from Sample 
Average length of wait 14-9 14-1 15-7 15-6 


(minutes) at centre 
before venepuncture 
Average length of wait 24-1 25-9 32-6 32-3 
(minutes) at centre 
after venepuncture 
Average length of time 43-9 47-9 52:9 53-4 
(minutes) between 
arrival and departure 

















The agreement is good, and shows that in this respect the 
samples give a correct picture of the “universe,” and may 
therefore be accepted as likely to be satisfactory for the analysis 
of other features. 

Results 


The results were analysed in four groups. Three groups— 
L, M, and S—each represented the donors bled at one particular 
centre, while the fourth (O) included the cards returned in 
small numbers from many different centres. Except when 
striking differences were observed between the different centres 
only the combined figures are recorded here. 


1. The Incidence of Fainting—The incidence was shown in a 
previous paragraph to be 5.4% of donors at S and 5.7% at M. For 
the other groups the information regarding the total number bled 
was not available. It may be noted that the incidence as defined in 
this inquiry must in part be affected by the length of time the donor 
is kept at the place of bleeding, since faints occurring after departure 
were classified as delayed and not included. The longer the donor 
is kept, the higher, therefore, may be the recorded rate, and vice 
versa. 

2. Sex and Civil State—Comparison of the sex and civil state 
of the control and fainting groups is shown in Table II. It will be 
seen from this that men are slightly under-represented in the faint- 
ing group; single women approximately equally represented in both 
groups, and married women slightly over-represented in the fainting 
group. The numbers involved are such that these differences 
between the controls and fainters are not’ more than might fairly 
easily be due to chance. However, this slight deficit of men and 
slight excess of married women in the fainting group was found on 


aes 


detailed analysis to be a feature of each of the four separate bleeding ~ 


centres. It is possible, therefore, that the difference, though cer. 
tainly small, is real, and that, regarding single women as having 
an average fainting rate, men have a rate rather below and 

















TABLE II 
Number of Donors Percentages 
Controls Faints Controls | Faints 
MRS es 98 88 293 | 143 5 
Single women ox 101 105 30-1 | 29-0 
Married women xe 136 169 40-6 46-7 
ES nc te 335 362 1000 =| 1000 











$$. 


married women a rate rather above average. For one centre (M) 
it was possible to calculate the actual fainting rates for the sexes 
separately from the time sheets. They were found to be 3.9% in 
361 men bled and 6.2% in 1,503 women, a difference of 2.3 + 1.2. 
Again the difference is not technically significant, but suggests a 
lower rate of fainting amongst men. 

3. Age.—The effects of age are shown in Table III. 


TaBLe III.—Percentages in Each Age Group 





rere ——$—_ 


Men Single Women |Married Women Total 











Age - es 
Controls |Faints | Controls|Faints | Controls| Faints Controls|Faints 
Under 24 .. 15-5 20:5 | 46-0 45:7 11-9 8-9 23-2 22:4 
25-39 re 51-5 47-7 34-0 33-0 46:7 54-5 44-3 46:7 


40 and over a 31-8 20-0 20-9 41-5 36°7 a 30-9 


| 
ce 


Mean age| 36-9 34-7 30:2 30-7 39-3 39-5 309 35:8 


( 





























There is clearly no evidence in these returns that age is a factor 
of importance. The faints are spread over the whole span of ages 
represented, and the proportions at different ages are close to those 
shown by the control group. The mean ages of the two groups are 
nearly identical for men and women, single or married. 

4. Occupation.—In studying the incidence of fainting in persons 
differently employed it was possible to divide the-donors into three 
groups only—namely, those on clerical or similar work, those 
employed on factory jobs, and the remainder as a mixed group. 
At all ages combined the figures are shown in Table IV. 


TaBLeE IV.—Percentages of Faints according to Occupation 























Men Single Women Married Women 
f Work - - 
re si Controls | Faints | Controls | Faints | Controls | Faints 
Clerical ae 32:7 | 31-8 34-7 48-6 10-3 6:5 
ceasory =e 31-6 34-1 27:8 23:8 12-5 14-8 
Otber .. = 35:7 341 | 3746 276 11-8 16-0 
Housewives .. — — | _ — 65:5 62:7 
' 








There is no appreciable difference between the work of the controls 
and faints in men and married women, but we find an excess of 
clerical workers’ among the single women who faint which is just 
statistically significant ( + 13.9 + 6.8). The results when subdivided 
by age give small numbers and record no consistent differences 
between the controls and faints except that, though apparent in all 
‘age groups, the high incidence in clerical workers among unmarried 
women is most apparent over the age of 35. In the question of rela 
ting to the donor’s occupation it was also asked whether he or she 
sat or stood at work. In a number of cases there was, as would be 
expected, no simple answer, for certain jobs involve some sitting 
and some standing. The analysis was therefore directed towards 


enumerating those in the different groups who replied that they: 


stood at their work. With men and married women there was ne 
material difference between the control and fainting groups: 50% 
of the male controls and 48% of the faints stood at their work. 
With married women the corresponding percentages were 43 and 4. 
With single women a rather lower proportion of the fainters stood 
at their work—24%, against 36% of the controls, a difference which 
clearly follows from the higher incidence of fainting in the clerial 
workers in this group. Excluding these workers, few of whom stood 
at their work, a comparison was made of factory workers, shop 
assistants or managers, and all otherwise employed. The differences 
between the controls and the fainters are negligible in each group, 
the total for the three groups giving 50% of the controls and 57% 
of the fainters standing at their work. There is no evidence, there 
fore, that posture has any bearing upon the probability of fainting 
at blood donation. ii 

5. Length of Wait before Bleeding.—It is possible that the leng@ 
_of time the donor waits before bleeding might affect the chances ¢ 
fainting. Too long a wait might possibly be a disadvantage to t 
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ee 
individual. On the other hand, under observations regarded 
relevant it was occasionally stated that a donor who fainted had 
Sarried to the centre, the inference presumably being that he or she 
arrived hot or tired, a condition which might have been corrected by 
“q longer wait before bleeding. Table V shows, however, that the 
distribution of times of waiting and the mean time differs immateri- 
the controls and the fainters. 




















ally between 
TABLE V 
| —————_ 
Length of Wait before Percentages 
Bleeding (minutes) Goaieahs or 
a 
10 .. 49-7 50°8 
as” #7 508 
20-29 12:3 10-6: 
30-39 5:4 6-7 
40-49 2-4 31 
50-59 3-6 7 
a 
length of wait: 
~ : .- oe 13-8 12-7 
Single women 150 14.4 
Married women . 14-6 14-2 
Total 14:5 13-9 
—————_—_— 








On the.average the fainters had been kept waiting a very slightly 
shorter time than the controls, but the difference is of the order of 
but half a minute. (It might, of course, be due to a slight delay 
occurring after a faint before the bleeding of the next donor.) 

6. Length of Time between Last Meal and Bleeding.—There is no 
evidence from the data collected that a long interval since a meal 
may appreciably increase the incidence of fainting (Table VI). 




















TABLE VI 
Length of Time since Last Percentages 
Ordinary Meal (hours) Soaiaaa wa 
Under 1 21 40 
# 22-2 22-0 
2- 26:7 271 
3- 18-5 17°5 
4- 14-9 11-9 
5- 73 7.4 
6- 2:7 28 
I. 1-2 33 
8- 0-3 0:8 
9- ae ee 0:3 
10 orover .. 4-0 42 
Mean interval : 
Men ad 3-1 aos 
Single women 3-6 3-7 
Married women .. , 36 3-4 
Total .. 4:5 36 








There is a small excess of long intervals in the fainting group 
—10.4% over 6 hours, compared with 8.2% of the controls—but 
more observations would be necessary to determine its significance. 
The average intervals for each sex differ inappreciably between 
fainters and non-fainters, being 3.5 hours for the controls and 3.6 
hours for the fainters. 

A further question related to the time at which any intervening 
snack was eaten, so that calculation should be made of the interval 
between bleeding and the last consumption of any food—i.e., back 
to the time of the snack or, if none had been eaten, to the last 
ordinary meal. Again the distributions of intervals and the average 
intervals are strikingly similar. For the total observations the 
average times were 2.4 hours for the controls and 2.5 hours for the 
fainters, and there is equally little difference in the subdivisions by 
men and women, married or single. But, as with the intervals since 
the last ordinary meal, there is a hint that too long a time may play 
4 part in a small number of cases, for 1.8% of the controls and 
4.3% of the fainters had had no food for at least six hours. 

1. Menstruation—In Table VII is shown the position of the date 
of bleeding in relation to the woman’s position in the menstrual 
tycle. No appreciable differences between the controls and fainters 
are apparent. Of the former 18% and of the latter 19% were past 
me menopause, and are excluded together with a small number who 

















nces 
to tl 


f4ve no information or who were stated to be irregular in their 
Merval. Only a relatively small proportion of women present them- 


‘BP elves for bleeding during menstruation, and this proportion differs 


ligibly between the two groups. The majority come to be bled 


Pin the latter half of the cycle (menstruation due within 1-14 days), 


and only about half as many in the first half of’ the cycle (men- 
struation due in 15-28 days, or 1-14 days past the previous menstrual 
Period). Here there is a difference of some magnitude between the 
Controls and the ae oe of the former 9.2% and of the latter 


15.8% had recently completed a menstrual period. The difference 
is just statistically significant (6.6 + 3.3), and suggests that the later 
part of the menstrual cycle is a more favourable time for bleeding 
than the earlier part. . 














TaBLe VII 
Percentages 
Menstruation * 

Controls Faints 
Present 8-2 | 9-1 
Due now .. 43 3-8 
In 1- 7 days 29-0 25-4 
» 8-14 ,, 31-0 28-7 
Ree > ee 17:4 17:2 
os 22-287 5, 9-2 } 15-8 





* Many intervals were recorded as exactly one week, two weeks, three weeks. 
t Including cases recorded as just finished. 





8. Difficulties Occurring in Bleeding—In the vast majority of 
cases—92% of the controls and 90%. of the faints—free bleeding 
was achieved without difficulty. There was haematoma formation 
in 2.4% of the controls and in 1.9% of the faints; bleeding was 
unsuccessful in 0.6% and 0.8% and difficulties in securing a free 
flow occurred in 4.9% and 6.9% respectively. Though such difficul- 
ties may therefore have possibly contributed very occasionally to 
the occurrence of a faint they cannot be important in the general 
incidence. 

9. Number of Previous Bleedings and Associated Faints.—There 
was in each group a slight excess of fainters whose blood donation 
was their first. -The combined figures are shown.in Table VIII. 











‘TaBLe VIII 
Percentages | 
No. of Previous Bleedings ’ ——_-_-—| Ratio F/C 
Controls Faints | 
0 479 4. 1-13 
1 36:2 33-9 | 0:94 
ys es 11-0 | 8:4 «| 0°76 
3 or more 4:9 } 3-7 | 0:76 











It is apparent that, while there is a slightly higher risk of fainting 
at a first donation, nearly half the fainters had been bled previously, 
some of them an appreciable number of times; previous uninter- 
rupted donations are therefore no guarantee of similar success on a 
later occasion. On the other hand, it will be seen (Table IX) that 
a faint at the bleeding recorded was often associated with previous 
faints at blood donation. 


TABLE [X.—Percentage of Previous Donations that were Associated 
with a Faint 











| . Controls | Faints 
ES ea Le 1-3 ar. 
Single women... as cabal 5-1 | 42-9 
Married women .. 2:1 | 35-1 
Total 2°8 | 35-9 





10. History of ‘Fainting not Associated with Blood Donation.— 
Fainting not associated with blood donation was also reported far 
more frequently in those who had fainted at the bleeding under 
discussion than in the controls. Only 45 (13%) of the 325 controls 
gave a history. of such fainting, against 159 (44%) of the 362 
fainters—a difference of 31% + 3.2. It is of course possible that 
the occurrence of the faint at bleeding would lead the donor to 
remember or emphasize any previous history—more so than the 
donor whose. bleeding was uneventful. While such a tendency would 
exaggerate the difference between the groups, it seems likely that 
much of that difference is real. The causes, for instance, to which 
previous fainting unconnected with bleeding was attributed show 
that the fainters referred much more often than the controls to a 
positive history in association with hospitals, minor surgical proce- 
dures, and slight accidents or injuries to the subject or others (9 of 
the controls to 47 of the fainters). Susceptibility to such influences 
would clearly be likely to tell against a successful bleeding. 

11. The Stage of Bleeding Procedure at which the Faint Took 
Place.—Taking all the records together, a small proportion of the 
faints (2%) occurred at venepuncture or almost immediately; . 
approximately a quarter (23%) started during bleeding; a third 
(34%) fell close to the time of withdrawal of the needle, with a 
further 16% following shortly afterwards; and the remaining 
quarter (25%) occurred during the final period of rest and recovery. 
The data were, however, not always easily interpreted. There are 
quite large recorded differences between Centre S and the other three 
centres. The former shows a much lower proportion of fainting in 
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the period of recovery and a much higher proportion at withdrawal 
of the needle. The figure in the final stages might well be related, 
as already pointed out, to the length of time the donor is retained 
at the centre; but, with the exception of L, this time did not vary 
appreciably. The average length of time the normal donor was kept 
resting after bleeding was approximately 25 minutes at S and O, 
half an hour at M, and just over a quarter of an hour at L. No 
explanation in terms of these varying times seems possible, and there 
is nothing else in the available data to offer one. 

12. Symptoms. shown by Fainters—The relative frequency with 
which various symptoms were noted in the fainting donors is shown 
in Table X (more than one symptom was usually recorded, so that 
the faint is entered under one or more headings). 


TABLE X.—Percentage Frequency ‘with which Various Symptoms 
were Observed. (Total No. of Faints, 362—Men 88, Women 274) 








Symptom Men Women Total 
Feeling of warmth .. x 73 62 65 
Restlessness_ .. 2 17 14 15 
Epigastric discomfort an 25 25 25 
Pallor .. - “ ae 85 84 84 
Dizziness sm x so 60 64 63 
Blurring of vision e a 16 21 20 
Sweating a a . 80 50 57 
Feeling of cold ci oe 14 14 14 
Nausea 6 te ~ 22 31 28 
Vomiting a ae ee 8 10 9 
Loss of consciousness iS 16. 12 13 
Convulsions .. — ee 7 8 7 














Except for a higher incidence of warmth or sweating in males and 
somewhat more frequent complaints of nausea in women, there is 
little difference between the symptoms observed in the two sexes. 
Loss of colour took place in a great majority, other predominating 
symptoms being a feeling of warmth, dizziness, and sweating. Few 
symptoms were noted beyond those listed in Question 20 of the 
record card, there being a few each of sighing, diarrhoea, noises in 
the head or ears, and pains, tightness, or numbness in the chest, 
stomach, or limbs. Most cases had a number of symptoms, and 
it is not easy t6 classify them into definite type-groups. Broadly, ‘it 
seems that about azquarter of the cases may be described as having 
slight symptoms suth as a feeling of warmth or sweating, dizziness, 
or a blurring of vision; another quarter had several slighter 
symptoms; while about 12% experienced epigastric discomfort, with 
and without other minor symptoms, 18% felt nauseated, and nearly 
8% vomited. Thirteen per cent., or 1 in 8, lost consciousness. 

13. Length of Rest after Bleeding and Total Time at Centre.— 
On the average, non-fainters rested some 25 minutes after bleeding 
(at one centre the figure was only 16 minutes), while fainters were 
kept another 20 minutes. The average total time the latter were 
at the centre was therefore approximately an hour and ten minutes, 
compared with three-quarters of an hour for the non-fainters. There 
was, of course, much variability round these averages from person 
to person. 

14. Observations Regarded as Relevant by those in Charge of 
Bleeding —The most frequent observations about fainting donors 
made by persons in charge of bleeding, apart from features already 
discussed, were that it was a hot day or that the room was stuffy, 
that the donor had been on night work or had had little sleep, was 
not well, was run down or worried by domestic affairs, had hurried 
to the centre, or had recently. been working hard. -Such observations 
were not, however, made in the case of non-fainting donors, so 
that there was no means of discovering whether such factors were 
indeed likely to be of importance. 


Il. THE INCIDENCE OF DELAYED FAINTS 


For reasons already stated a special inquiry was made into 
the true incidence of “‘ delayed faints.” With the co-operation 
of donors bled at the four London Blood Supply Depots such 
an inquiry was carried out in the spring of 1943. To avoid 
creating a feeling of alarm in donors it was considered inadvis- 
able to draw attention to the, possibility of the.soccurrence 
of a faint. Every donor bled over a specified period was 
therefore given a postcard on which was printed: 


After the last bleeding I felt specially fit 
I felt no difference 
Dees tbat cantsabee seeks I felt some discomfort, as follows: 


The donor was asked to cross out what did not appiy, and 
if any discomfort had been felt to describe it simply. giving 
the date and time when it appeared, and what the donor was 
doing at the moment. This card, signed by the donor, was 
returned in a busiriess reply envelope the day after bleeding. 
The date of bleeding was filled in at the depot. 





Eliminating a few cards which lacked sufficient information 
there remained a total of 4,212 returns. In the case of three 
depots records were kept of the number of cards issued and 
the number returned: 3,442 were issued and only 272 were 
not returned. Comparison of the figures obtained reveals very 
little difference between the four depots. Just over three- 


quarters of the donors reported that they felt no difference: . 


nearly another 10% thought themselves especially fit, giving 
a total of 86% unaffected or favourably affected by the 
procedure. The remaining 14%, or roughly 1 in 7, complained 
of some discomfort, though many complaints were of a trivial 
nature or of conditions not necessarily related to the bleeding, 
An example of the former is a slight feeling of lassitude for 
some hours after bleeding, and, of the latter, of a headache 
next day. The figures for the four depots agree in showing 


a slightly higher discomfort incidence in females than in males, : 


the total figures being 11° of the men and nearly 16% of the 
women. 

The complaints recorded are shown in Table XI, and it 
will be seen that in both sexes the feeling of tiredness is the 
most common one. It was reported by just over 5% of both 
men and women. These reports varied widely, from a “ slight 
feeling of lassitude” to “felt very tired and washed out.” 
Approximately 2°% of both sexes referred to some pain or 
stiffness in the arm. Two per cent. of the men and nearly 
5% of the women reported feelings of faintness or dizziness, 
but in many cases these were referred to as very slight or slight 
and transient. 

The evidence, based as it is on individual reports, makes it 
difficult to determine with certainty the actual incidence of 
delayed fainting. The cases (4 men and 24 women) which are 
entered in Table XI under the heading “ Fainted” include 
only those who reported loss of consciousness, or used such 
terms as “ fainted,” “ collapsed,” ‘* black-out,” etc. While these 
were undoubtedly the more severe cases they probably include 
a few donors who did not actually lose consciousness. Within 
this definition the incidence of delayed. faints was 0.3% for 
men and 0.8%" for women, each of the four centres showing 
very similar experiences. If inclusion be made of such reports 
as “almost fainted,” “came over very faint,” “had to- lie 
down,” etc., the incidence becomes+1.2% for men and 1.8% 
for women. 


TABLE XI.—Type of Discomfort 








Type Reported* 
ae Men (1,303) | Women (2,909) 





Feelings of tiredness, lassitude, 
sleepiness, or the like .. om 

Stiffness or pain in the arm 

Headache .. ae Bs oe 

Nausea, sickness, and biliousness 

Giddiness, dizziness, or the like 

Faintness or “ felt faint ” 

‘** Fainted ” Rie ss 

Other various complaints 


Total 
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* In some instances more than one type of discomfort was mentioned. Such 
cases have been allocated to what seemed to be the principal grounds of complaint. 


Discussion 


It is not easy to compare the incidence of fainting found 
in a particular survey with that in another, as the definitions 
of a faint vary. For purposes of the present analysis a donor 
was regarded as having “fainted” if any of the signs and 
symptoms usually associated with fainting were severe enough 
to necessitate delay or alteration in the normal procedure. A 
similar definition was adopted by Greenbury (1942), and that of 
Williams (1942) approximates to it closely. Poles and Boycott 
(1942) applied the term only to a condition so severe that the 
donor lost consciousness or could obviously neither stand nor 
sit without doing so. It is therefore not surprising that the 
incidence of fainting was considerably lower in their series 
than in that of other workers. Their incidence was 2.8% 
in 10,000 donors. Williams records 6.85% in 4,317 donors; 
Greenbury 4.93% in 5,897 donors. In the present series 
was not possible to make a complete study of incidence rat 
but at two centres it was respectively Fs and. 5.7%. It woul 
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a — 
ar from these figures that under existing circumstances 
Teen 5 and 6% of donors may be expected to show some 
symptoms during or immediately after blood withdrawal. 
Poles and Boycott consider that 1 in every 4 donors who 
loses consciousness ; this high figure is obviously dependent 


att upon their definition. In the present series only 13% 
set consciousness. Figures are not given by Greenbury and 


Williams. The time in the bleeding procedure at which a faint 
occurs is variable, though the majority take place at the end 
of bleeding or shortly afterwards. In the present series 2% 
occurred at venepuncture, compared with 0.05% reported by 
Poles and Boycott. During bleeding 23% of faints are recorded 
here. Poles and Boycott record the occurrence of 6% before 
400 c.cm. was withdrawn and of 57% in the latter part of 
bleeding. In the present series 34% occurred just before 
withdrawal of the needle and 16% Shortly afterwards, while 
25% happened during the rest period, compared with 19% 
in this period mentioned by Poles and Boycott. The latter 
workers record 14% of delayed faints occurring after return 
to work, applying the term “faint” to anyone who either loses 
consciousness or can obviously neither sit nor stand without 
doing so. Within this definition only 1.8% of women and 
1.2% of men in the present series fainted after they had left 
the depot. No explanation of this difference is available. 

With the exception of Poles and Boycott, who describe a 
slight preponderance of male fainters, all observers agree that 
faints -occur more commonly in women. This difference 
between the two sexes, while not. in the present series 
statistically significant, appears in all groups, and is probably 
real. 

No effect of age on the incidence of fainting could be 
detected, though all previous observers have noted an increased 
tendency to fainting in younger donors. Williams suggests that 
this effect of age is more noticeable in men than in women. 
Greenbury (1942) has previously recorded a preponderance 
of clerical. workers of both sexes in the fainting group. In 
our own series this preponderance of clerical workers was noted 
only in single women—the occupations of men and married 
women appeared unrelated to the fainting rate. 

Medical officers in charge of centres are all of the opinion 
that donors who have been for several hours without food 
are more liable to faint than those who have recently had 
a meal. It has proved difficult to collect satisfactory evidence 
on this point, as in any series there are only a few individuals 
who have been many hours without eating. Williams points 
out a low fainting rate in donors who have had their meal 
within an hour of bleeding, and a definitely increased rate if 
the period is longer than five hours. In females bled within 
one hour of eating, the fainting rate was 3.72%, while in 
those who had not eaten for over five hours the rate was 
10%. Poles and Boycott conclude that if the interval is 
4; hours or longer the number of faints is increased from 
23 to 7.4%. The present investigation suggests that a lack 
of food could. have played a part in only a very small 
proportion of cases, if at all. 

Williams suggested that a high incidence of fainting was 
associated with menstruation—9.7% compared with 5.96%. 
We found no such association. Our figures suggested that 
fainting may be rather less frequent in the fortnight when 
menstruation is approaching than in the week after its cessation. 
The one outstanding fact recorded in the present investigation 
that has not been previously noted is that 45% of donors 
who fainted gave a history of having done so on some previous 
occasion, either when giving blood or at the dentist, etc. This 
Suggests that when the need for blood ceases to be so urgent 
prospective donors with a history of previous fainting for any 

‘teason should be discouraged. 


Summary 
An analysis in given of data collected from 697 blood donors, of 
whom 362 fainted during the bleeding procedure and 335 did not, 
the latter serving as a standard of comparison with the former. 


_ The figures suggest that the incidence of fainting is rather lower 


Mmmen than in single women, and rather lower in single than,in 
married women. 
There is no evidence that age, length of wait at the centre before 


bleeding, or difficulties in bleeding had any effect upon the incidence 
of fainting. 


Menstruation was present at the time of bleeding in an equal 
number of fainters and non-fainters. Fainting was less common in 
the fortnight preceding menstruation than in the week after its 
cessation. 

In general there is little difference between the fainters and non- 
fainters when divided into broad types of work (clerical, factory, 
and other jobs), but there is a suggestion that women clerical workers 
have a somewhat higher incidence. 

A lack of food could have played a part in only a small propor- 
tion of the total number of faints. 

A high proportion. of fainters gave a history of fainting either at 
a previous donation or on some other occasion. 

An analysis of symptoms revealed that 13% of donors lost 
consciousness, nearly 8% vomited, and 79% showed only mild 
symptoms. 

Returns from 4,212 donors describing their feelings after bleeding 
showed that women complained rather more often than men. Of 


_this total 10% reported that they felt especially fit, 76% that they 


felt no difference, and 14% that they experienced some discomfort, 
which was often slight. Only 1.2% of men and 1.8% of women 
recorded delayed faints, using this term in its widest sense. Under 
1% of both sexes lost consciousness. 

The data obtained are compared with those of previous workers. 

It may be concluded (a) that, apart from excluding donors who 
give a history of fainting either associated or unassociated with 
blood donation, no factor that is open to correction has been found 
in connexion with fainting; (b) that, on analysis, the incidence of 
delayed faints proves to be extremely small. 
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PULMONARY TUBERCULOSIS OF BOVINE 
ORIGIN 


WITH NOTES ON BOVINE INFECTION IN THREE FAMILIES 
BY 
LESLIE J. CUTBILL, B.Sc., A.LC., 
AND 
ALAN LYNN, M.D. 


(From Cheshire Joint Sanatorium, Market Drayton, Salop) 


The results of investigations into the incidence of pulmon- 
ary tuberculosis due to the bovine type of tubercle bacillus 
in England and Scotland have been summarized by Griffith 
(1938). They show that pulmonary tuberculosis of bovine 
origin is more common in Scotland than in England. 


Since 1934 the type of organism present in the sputum of 
2,101 cases of pulmonary tuberculosis undergoing treatment in 
the Cheshire Joint Sanatorium has been determined. The 
results up to 1943 are as follows: Number examined, 2,101 ; 
human, 2,052 ; dysgonic human, 1 ; bovine, 48 ; % bovine, 2.28. 
Most of these strains were isolated on a modified Loewenstein- 
Jensen medium (Edwards, Lynn, and Cutbill, 1936), though in 
a few instances guinea-pig inoculation was necessary. Strains _ 
which were typically eugonic on this medium were regarded 
as human. Dysgonic strains, and those differing in any way 
from typical eugonic strains, were subcultured on Loewenstein’s 
medium and on _ glycerin-potato. Strains showing typical 
eugonic growth on subculture were accepted as human. Sub- 
cultures of all dysgonic strains, and of all strains not typically 
eugonic on subculture, together with’ specimens of sputum 
from the respective patients, if available, were sent to the late 
Dr. A. Stanley Griffith, at Cambridge, for confirmation of 
cultural. characteristics and for virulence tests in rabbits. 
Latterly, rabbits were available here, so that not only the 
determination of cultural characteristics of strains but -their 
virulence for rabbits have been investigated in parallel here 
and at Cambridge. The virulence for rabbits of the last 16 
dysgonic bovine strains isolated since the illness and death of 
Dr. Griffith have been investigated at the Cheshire Joint 


Sanatorium by one of us (L. J. C.). 
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The presence of avirulent acid-fast bacilli in sputum has been 
reported by Griffith (1933). The expense involved precluded 
the use of virulence tests on all the eugonic strains isolated by 
us. However, guinea-pigs were inoculated with 100 eugonic 
strains, picked at random. All produced typical tuberculous 
lesions in these animals. In most of the 2,052 human-type 
cases, strains with the same cultural characteristics were sub- 
sequently isolated on one or more occasions. One of these 
strains was dysgonic human. In two bovine cases, treated by 
artificial pneumothorax, in which pleural effusions developed, 
typical bovine tubercle bacilli were isolated from the effusions 
as well as from the sputum. 

The incidence of 2.28% of pulmonary tuberculosis due to 
bovine-type bacilli reported here isso far the highest recorded 
in England, though it is considerably less than the lowest 
Scottish figures. In Scotland the highest incidence (9%) bovine 
was found in a predominantly rural area. The area which the: 
Cheshire Joint Sanatorium serves includes the administrative 
county of Cheshire, the cjties of Stoke-on-Trent and Chester, 
and the county boroughs of Birkenhead, Wallasey, and Stock- 
port. Ali cases of pulmonary tuberculosis in these areas do 
not come to this sanatorium, and no children under ‘15 years of 
age are admitted. The distribution of population and incidence 
of phthisis due to the bovine type of tubercle bacillus are given 
in Table I. 














Rural S 4 157,000 
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TABLE I 
Se ee ae 
| % of | No. of No. per 
| Population | Total Bovine 100,000 
| Population Infections | of Population 
City and urban .. | 1,247,000 | 89% ~—*|: 23 2 
| 11%, 25 16 








| 
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Making due allowance for statistical error it is strikingly clear 
that in the part of England covered by this investigation, as in 
Scotland, it is the rural population which provides the greater 
proportion of bovine infections. 


Epidemiology 

Griffith (1904-13, 1937), Cobbett (1917), Blacklock (1932); 
Lange (1932, 1937), Cumming and Foster (1933), Griffith and 
Smith (1935), Griffith and Munro (1935), and Munro (1939) have 
discussed in detail the various avenues by which the bovine 
tubercle bacillus can infect man. The standards set by the 
recognized authorities quoted above must be the measure of all 
epidemiological studies concerned with the spread of tuberculosis 
of bovine origin. The three principal avenues of infection by 
the bovine bacillus are: 

1. Alimentary—ingestion of infected material, most commonly 
milk, either raw or insufficiently heat-treated. 

2. Air-borne -droplet infection—contact with cattle. 

3. Air-borne droplet infection—human to human. 


The factors which constitute the presumptive evidence of 
these three avenues are: 

(a) History of raw-milk drinking. 

(b) Evidence of alimentary tuberculous infection. 

(c) Cervical or other glandular involvement, bone or joint 
tuberculosis. 

(d) History of tuberculosis in early childhood. 

(e) Contact with cattle. 

(f) History of tuberculosis in the same family. 


One or more of the factors enumerated above, with or without 
bacteriological confirmation, may be present, but it is often 
difficult to obtain clear decisive evidence of any one source of 
infection: proof is most likely to come from the accumulation 
of presumptive evidence. 

Milk 

Some of the primary infections in our cases must have 
occurred several years before this investigation began in 1934. 
The time which has elapsed makes it impossible to get reliable 
information regarding the condition, quality, or quantity of milk 
supplied in the area covered. The possibility of infection by 
bovine bacilli in milk definitely existed. The annual reports of 
the medical officers of health in the years 1934 to 1939 show 
that milk examined for M. tuberculosis. did contain virulent 


bacilli in from 2% to 17% of the samples taken, the figures 
fluctuating widely from year to year. 
Habitual milk-drinkers we define as drinkers of raw milk 
regularly as an article of food. We have no really Satisfactory 
history of the milk-drinking habits of the human cases in our 
series, but we have more complete details of our ‘bovine Cases, 


.The most we can say is that we have no evidence of any 


excessive milk-drinking in this area similar to that found by 
Griffith and Smith (1935) in North-East Scotland. 

Cooked milk, such as in puddings, has been excluded as a source 
of infection because the time and temperatures required to bake 
and cook are far above those lethal for M. tuberculosis. We 
presume that most of the individuals in our series took milk in 
tea or other beverages ; but would point out that milk so taken 
is exposed to conditions similar to “ high-temperature ‘short- 
time” sterilization. We have no evidence as to what would 
happen to infected milk if exposed to such conditions, This 
point is being investigated. One case (H.J.) in our familial- 
infection group was definite about not drinking milk, and only 
tock condensed milk in his tea. 


TABLE II.—48 Bovine Cases: Probable Mode of Infection 














, Air-borne Air-borne No Evidence | 
_Alimentary Cattle Contact Familial Obtained | Total 
16 10 3 19 48 
(33%) (21%) (6%) (40%) 





The sixteen alimentary cases include 7 habitual milk-drinkers, 
5 with cervical gland infection only, 2 habitual milk-drinkers 
with cervical gland involvement, 1 habitual milk-drinker with 
tuberculosis of the spine, and 1 case of tuberculosis of the hip. 
The 3 air-borne familial cases include one who had contact 
with cattle and took a “little milk.” 

Histories of milk-drinking and indications of an alimentary 
source of infection we have regarded as strong presumptive 
evidence of milk as the most probable cause. (See Table II: 
16 cases (33% of total bovines).) 

Included in the milk, gland, and bone infections are cattle 
contacts (see Table III); these have been withdrawn from 
the cattle-contact group because of histories of milk-drinking o 
glandular or bone tuberculosis. On the evidence available the 
source of their infection was most probably milk. No case has 
been included under more than one head. In the 19 cases in 
which no evidence was forthcoming of any source of infection 
cattle contact can be ruled out; also there was no evidence of 
familial infection. Milk-borne infection cannot be excluded; 
these patients were definite that they were not habitual milk 
drinkers. : 


Cattle Contact 
The incidence of bovine cases in cattle-contact and non 
cattle-contact groups is as. follows: 97 cattle contacts, 16.4% 
bovine ; 2,004 non-cattle contacts, 1.6% bovine. The occupation 
of our cattle contacts and the type of organism isolated are given 
in Table III. 

















TABLE III 
Bovines 
Occupation Human Cattle Contact Milk-drinkers Total 
only with Glands 

Farmer .% 7 6 4 17 
Farm labourer 44 3 1 48 
Tanner 2 1 0 3 
Butcher . 17 0 1 18 
Dairy worker .. 9 0 0 9 
Lairage labourer 1 0 0 ! 
Women’s Land Army 1 - 0 0 1 
Total “a 81 10 6 97 
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Farm labourers included several general labourers who had 
at some time worked on a farm for a period of not less thi 
one month. In these cases there was probably very little aid 
no prolonged contact with cattle. 

The removal of all cases with alternative sources of infecti¢ 
from the 16 bovine cattle contacts leaves us with 10—6 farme 
3 farm labourers, and 1 tanner, who were definite about f 
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drinking raw milk and who showed no clinical evidence sug- 


estive of milk-borne infection or familial tuberculosis. 
: It is an established fact that cattle can and do acquire 
primary pulmonary lesions and that it is easy to infect animals 





























— by inhalation but difficult to infect by feeding them with tuber- 
any -qulous material (Royal Commission Reports ; Cobbett, 1917). 
by Cattle can be infected by droplet: Munro (1939) recorded an 
instance in which an attempt to produce a T.T. herd of cattle 
“was frustrated by the herdsman, who was found to be suffering 
— el open phthisis and coughing up bovine bacilli, thus con- 
ake Sadly infecting fresh cattle. Blacklock (1932) showed that 
We sand lesions do occur in the thorax. He felt justified in 
es S asming that subjects with the primary disease in the thorax 
Ken 0 not infected by way of the alimentary system but direct 
me cbiigh the air passage. We cannot say with absolute certainty 
me that in our 10 cases the lung lesion was primary, but the absence 
lial- of any evidence of alimentary infection, or tuberculosis in early 
nly childhood, and the history pointing to an infection in adult 
life, suggest strongly that an occupation which involves contact 
with cattle also involves the risk of contracting bovine tuber- 
culosis. This is particularly noticeable among farmers, whose 
a. contact with cattle is likely to be more prolonged and more 
constant than that of other cattle contacts (Cumming, 1933). 
sas This risk is probably not entirely removed by the slaughter of 
ie 7 the cattle, as a tanner was found to have bovine tubercle bacilli 
in his sputum. 
Bet Human to Human 
cia The possibility of human-to-human infection with bovine 
me bacilli was investigated. Griffith and Munro (1935), Griffith 
with and Smith (1935), and Cumming and Foster (1933) admit the 
hip ‘possibility of human-to-human transmission. Evidence of more 
ital than one person in a family suffering from tuberculosis is 
common ; bacteriological evidence is often difficult to obtain. 
Griffith and Munro (1935) were of the opinion that in one 
nang family investigated there was probably a common source of 
_ infection in milk ; whereas in the other family the facts were 
os more complex. In the latter both husband and wife had a 
family history of tuberculosis and a personal history suggesting 
cattle infection before marriage. The presence in both individuals 
fron of bovine strains of attenuated virulence strongly suggested 
ig. & marital infection. ; 
ee In the present series the family histories of the 48 bovine 
“a 7 cases were as follows: positive, 9 ; negative, 39. The results of 
ctiok examining the 9 positive family contacts were: dead, 2 ; sputum 
Ki of specimens unobtainable, 4; bovine bacilli isolated, Se human 
‘ded bacilli isolated, 0. Of these 9 bovine cases with a positive 
milk family history of tuberculosis 3 had relatives whose sputum 
contained bovine-type tubercle bacilli. Two of these relatives 
were admitted to this sanatorium suffering from pulmonary 
tuberculosis, and are included in the 48 cases of bovine phthisis. 
non § The third is not included, as the sputum specimen from this 
16.4% case was specially obtained because of the family history. 
pation § There are therefore three families in each. of which two 
given individuals are suffering from pulmonary tuberculosis due to 
the bovine type of bacillus, as follows: family A, father and 
son; family B, father and daughter ; family C, husband and 
——f wife. 
Total TaBLE 1V.—Details of Three Families with Bovine Phthisis 
37 Family Bove Pte Age | Occupation deahee pine Leoton: 
% A { F ather (J. H.) 44 Farm lab. No Chr. fib. caseous 
18 Son (G. H.) 21 6 m Little | Subacute _ 
1 B { Father (S. J.) 44 5 ” Yes Chr. fib. » 
1 Daughter (A. J.) 18 Domestic No Subacute is 
91 c { Wife (M. J.) 39 | Housewife - Chr. fib. 
Husband (H. J.) 40 Clothier Re * i 
ho had - In each family the first-mentioned member was probably 
$8 a ‘the first to be infected. 
tle a _ A striking feature of these cases is that in each family the 
. @ Member whose infection was probably the earlier was a cattle 
fectie ‘contact, and in only one instance a milk-drinker. None of 
a a these showed any clinical evidence of infection by ingestion. 
out 


This suggests that the primary source of infection was contact 
With tuberculous cattle. In this connexion family C is of 
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further interest. The wife (M. J.), the daughter of a farmer, had 
three sisters, of whom two had no direct contact with cattle and 
did not develop tuberculosis. M.J. and the other sister worked 
with cattle, and both developed pulmonary tuberculosis, of 
which the sister died before this investigation began, the type 


TaBLE V.—Bacteriological Findings: Virulence Tests in Rabbits 








fx, 3 | 
Experiments by A.S.G. | 




















Experiments at C.J.S. 


aw | D1of ce ae) aren at [are aie Men. a pba? 
an | | 1.01 | | Dn. of | 
Member | — |Method| Life , Result bg |Method) Life Result 
| a dbs (Days) pms. i |(Days) 
| | | ——| ——  — —- +! — — 
(J. H.j2:3-"@i- S$ 64 | TypeG.T.! Animals not available 
5-0 (b)| S$ Cee 
1G.H|50 (a), § 92 | Mod. G.T.| . 
l 0-001 (b) | I 49 | Sev. GT. | 
S.J. |5-0 (b)| S | 82 |TypeG.T.| 
BZ A.J. igiecs (b) I 35  |G.M.T. | )-005| I 25 | G.M.T 
| 1-0 Ss 41 | TypeG.T 
M.J. 0-01 (a) I | 46 | Sev. G.T. |)-01 I 21 G.M.T 
cf H. J. (0-01 (a) | 3% | G.M.T. 1-0 48 | G.M.T 
L ISO (b)} S | 90 | Mod.G.T. 
, EE RED é ea-er i 
S=Subcutaneous. 
I1=Intravenous. 
G.T.=Generalized tuberculosis. 
G.M.T.=Generalized miliary tuberculosis. 
(a)=A subculture from a strain isolated at C.J.S. 
(b)=A strain isolated direct from sputum by A.S.G. 


A.S.G.=Dr. A. Stanley Griffith. 
C.J.S.=Cheshire Joint Sanatorium. 


of organism therefore being unknown. The husband (H. J.) was 
fit and well, had no tuberculous family history before marriage 
or contact with cattle at any time, nor did he drink milk. From 
both husband and wife fully virulent bovine strains were 
isolated. H.J.’s infection was probably due to contact with his 


wife. 


Similarly, in family B the only known source of infection was 


the father. 


The second infection in this family was probably 


due to human-to-human transmission.. In family A the second 


member infected was in contact with his tuberculous father, but 
he was also in contact with cattle, and drank a little raw milk. 
The father was the probable source of infection, but. contact 
with tuberculous cattle and milk-borne infection cannot be 


excluded. 


Summary 


The number of cases of pulmonary tuberculosis due to bovine- 
type bacilli among 2,101 cases in a sanatorium was 48 (2.28%), the 
highest so far recorded in England. 

Infection from milk most probably occurred in 16 cases (33%). 

In 19 cases (40%) no direct evidence of any source of infection 
was found, though milk-borne infection could not be excluded. 

Evidence of infection by direct contact with cattle ,is strongly 
suggested in 10 cases (21%). 

Details are given of three families, in each of which two members 
were found to have pulmonary tuberculosis of bovine origin. The 
original source of infection in each family was probably contact 
with tuberculous cattle, and the subsequent infection of the other 
member was probably due to human transmission of bacilli of bovine 


type. 


In addition to the danger from infected raw or inefficiently 
pasteurized milk, the occurrence of human-to-human, cattle-to- 
human, and human-to-cattle infection becomes increasingly difficult 


to ignore. 


Bovine-type bacilli were recovered from pleural effusions following 
artificial pneumothorax in two cases of bovine phthisis. 


We record our grateful thanks to the late Dr. A.’ Stanley Griffith 
of Cambridge for his generous help and advice, and to Dr. Peter W. 
Edwards, medical superintendent of the Cheshire Joint Sanatorium, 
for invaluable help and criticism throughout this investigation and 
for permission to publish these results. 
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PATCH-TESTING IN AN EAST COAST TOWN 


BY 
ELENORA J. SIMPSON, M.B., Ch.B. 


(Children’s Department, James Mackenzie Institute for Clinical 
Research, St. Andrews) 


For the last 20 years the majority of St. Andrews children have 
had a routine medical examination from birth. From 1920 to 
1940 88% of all children born to permanent residents in the 
town were seen at the child welfare centre, while 55% of 
these attended the James Mackenzie Institute after they reached 
2 years of age. In addition, some of those born outside the 
burgh and temporary residents in St. Andrews attend the clinics. 
The children are examined at the Institute three times a-year 
until they reach school age, and thereafter once a year until 
they begin work. Information obtained from the family doctor, 
the school medical officer, and specialist services (ophthalmic, 
orthopaedic, tuberculosis) is added to the records. It is note- 
worthy that all classes of the community attend. Thus a pro- 
portion of the child life in St. Andrews, a seaside and holiday 
resort, is available for research. 


Method 


It was thought that it would be of value to discover what 
number of these children reacted to the Vollmer patch test 
(V.P.T.) for tuberculosis, and to try to. relate the findings to 
clinical history and examination. Therefore, in 1941 the V.P.T. 
was added to the routine examination of all the children of 
whom we had a recorded history since birth. 

The test consists in the application to the skin over the 
sternum, or on the back between the scapulae, of a strip of 
adhesive tape on which are three squares of gauze, the two 
outer squares having been saturated with old tuberculin and 
dried, while the central one is a control of dried glycerin broth. 
The skin must be thoroughly cleaned with acetone and allowed 
to dry before the patch is applied. The patch is left on for 
48 hours, during which time it must not be allowed to get wet. 
Results are read 24 or 48 hours after removal of the patch. A 
positive finding is one in which the skin beneath the two outer 
squares shows a definite square of erythema. In strongly posi- 
tive cases some vesiculation and a spreading of erythema occur. 
accompanied by itching. 

In this investigation. the result was read 24 hours after the 
removal of the patch, the child being visited at home for this 
purpose. Positive results were noted as one, two, or three 
pluses, according to the degree of the reaction—a pink square 
being +, a deeper red with slight raising of the skin + +, and 
a definite vesiculation and an erythema spreading from the 
site of the original square +++. The proportion of the 
degrees of reaction was 46% +, 26% ++, and 28% +++. 
Some attempt was made to assess the importance of the degree 
of reaction. 


With regard to the reliability of this test for tuberculosis, 
Vollmer (1940) reports that ten different investigators made-com- 
parative studies of 4,285 cases and found 1,114 positive reactions 
to the patch test, as compared with 1,119 positive reactions to 
the Mantoux test; but other workers have not confirmed this 
degree of accuracy. The majority of reports indicate that the 
patch test is accurate in 95 to 98% of young patients (B.M.J.. 
1942, 2, 101). 

Results 


Five hundred patches were obtained direct from New York 
through the courtesy of Messrs, Lederle, and results from 487 
children aged from 2 to 16 years were obtained. Four children 
were examined twice, and nine patches were spoilt through 
being removed too soon. Refusal to allow the test was met 
with in only three instances. 

There were 340 (69%) negative and 151 (31%) positive results 
in the 491 examinations. Of the four re-examined children who 
were originally negative three had become positive and one 
remained negative. Table I shows the numbers and results at 
different ages: In all positive cases.an attempt was made to find 
the source’of infection, and the work was linked up with that 
of the family doctor and the tuberculosis officer. St. Andrews 
is well supplied with T.T. milk, but a large proportion of the 
population use non-T.T. or unpasteurized milk. 





Taste I.—Showing Age at Examination of St. Andrews Children 
and Results of the V.P.T. 
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Out of 500 possible tests, 9 were spoilt and 491 completed on 487 cases, 


If these children are grouped in ages it will be seen that the 
percentage of positive results rises with age: 


(a) Up to and including 5 years (195 children) ...... 21% positive 
(b) 6-10 years (LESS re Re 32% ke 
(c) Over 10 years (116 oa) oe kaos Sy, 


These percentages of positive reactors are slightly higher than 
those recorded by Crowe (1942) in percutaneous and Mantoux 
tests carried out mostly on dispensary patients who were con- 


sidered free from active tuberculosis. Gilchrist et al, (1942) | 


found 36% of positive reactions to a patch test in 385 adolescent 
boys who volunteered for the Air Training Corps. Shaw (Price, 
1942), Belfast Tuberculosis Dispensary, using P.P.D. in two 
strengths, examined 1,634 contacts and non-contacts, aged from 
1 to 14 years, and had 34% positive reactors. 

The histories of the four children who were re-examined with 
the V.P.T. are as follows: 

Case 1.—This boy, aged 4, negative Jan., 1942, was subsequently 
in close contact with a grandfather who died of pulmonary tuber- 


culosis; in June, 1942, the child developed pleurisy, and was posi- 


tive (+++) to the V.P.T. He has done well with sanatorium 
treatment. 

Case 2.—This child, aged 5, was negative in Oct., 1942. He was 
x-rayed because his younger sister and older half-brother were posi- 
tive reactors, and he had moist rales and a few rhonchi. The x-ray 
report was: ‘ Definite enlargement of hilar glands with shadows 
spreading from root into right upper lobe, very suggestive of early 
infiltration of the lung.’’ The child then developed measles and 
bronchopneumonia. In March, 1943, the V.P.T. was positive (++) 
and the x-ray report was: ‘‘ The enlargement of the glands at the 
lung root is less marked, but there is now a definite lesion of the 
tight upper lobe. The lower interlobar septum is well defined, and 
the appearances suggest there has been a small interlobar effusion.” 
He had gained 44 Ib. in weight, had “never lost his appetite ” 
in the five months, and looked well. 

Case 3.—Aged 6, this boy was negative in June, 1941. His nutri- 
tion was only fair, and he had had a febrile attack three months 
previously. In March, 1942, the health visitor found him with a 
temperature and referred him to his family doctor. He was off 
school for a month, and was not seen again at the Mackenzie Insti- 
tute until June, 1942, when clinically he had tuberculosis of the 
left lung and the x-ray report was: ‘‘ Some enlargement of root 
glands with commencing calcification. There is a small area of 
infiltration in the left upper lobe.” The V.P.T. was positive 
(+++). He has done very well with sanatorium treatment. 

Case 4:—This patient had a history of infantile eczema and asthma, 
He was negative in July, 1941, and a few months. later developed 
cervical adenitis, which required operation. The surgeon considered 
the glands tuberculous, but the V.P.T. was negative in April, 1943, 


Radiography 

An x-ray examination of the chest was made in 131 of the 
151 positive reactors ; the remaining 20 were working and unable 
to attend, had left the town, or their parents refused to allow 
x-ray examination. Dr. B. W. Anderson, deputy county medi- 
cal officer for Fife and acting tuberculosis officer for East 
Fife, has kindly examined the films and classified them in 
Table II. 


TaBLeE II.—Results of X-ray Examinations in 131 Children with 
Positive Reactions to the V.P.T. 
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Tuberculous : ‘ 
F . Require Calcified ; Enlarged : Normal 
Cases | Lesion of Further Primary Hilar | Calcified a 
Lungs Observation | Focus Glands Nodes 
or Pleura wi ca 
131 5 14 ae | 4 | 6 
(3-8%) | (10:7%) | (0:8%) | (6-1%) | (31-3%%) | 47:34) 











Sixteen negative reactors were also x-rayed, and the films 
were classified. One showed calcified nodes, two had enlarged 
hilar glands, and the remaining thirteen were within normal 
limits. It was realized that sixteen was a totally insufficient 
number for a control group. The ideal would have been to 
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xray the whole 487 children. Of the five children showing 


definite tuberculous lesions, one, aged 3 years, came for routine 
amination ; her mother said she had “seemed tired the last 
ie weeks.” The V.P.T. was strongly positive, and x rays 
Sled miliary tuberculosis. She died three weeks later. 
7 other, aged 7, had close contact with his tuberculous father, 
ep died in 1941. The remaining three are Cases 1, 2, and 3, 
joned above. 
cia Housing 
The housing of the children is shown in Table III under 
categories A (good), B (fair), and C (poor). The classification of 
the houses was made by the public health authorities. In the 
quinquennium 1921-5 only 41% of St. Andrews children were 
born in ‘good ” houses ; but 628 new houses have been’ built 
since that time and a number of old houses reconstructed. It 
will be noted that, out of the total of 487 children examined, 
! 456 (94%) were well housed at the time of this investigation, 
‘and that therefore only 31 (6%) children living in B or C houses 
were examined with the V.P.T. 


TABLE III.—Housing 











= nasil 
A B Cc Total 
Se geactions .. 313 20 3 336 
a 1 143 7 1 151 
Total 456 | 27 4 487 
SSS == 








Combining B and C, a fourfold table gives: ,* = 0.199; 
Pp = 0.66. There is therefore no significant difference between 
the housing of the two groups. 


Morbidity 


The mass of data available in each child's record, which is 
complete from birth, made it difficult to select points in the 
case history suggestive of tuberculosis. Also, the range of age 
of the 487 children—from 2 to 16 years—renders any analysis 
of little value statistically. However, it may be of interest to 
record that the case histories were examined under the following 
headings: (i) contact with notified or suspected pulmonary 
tuberculosis ; (ii) respiratory disorders of a degree of at least 
two attacks of bronchitis or one of pneumonia; (iii) febrile 
attacks ; (iv) operation on cervical glands ; (v) poor nutrition ; 
(vi) allergy ; (vii) negative to i-vi. The findings are given in 




















Table IV. 
Taste IV.—Showing Morbidity in 487 Children examined with 
the V.P.T. 
. i | ii iii an ‘ mi vi ‘ Vii 
No. 0 : . an ‘oor ecor 
4 |Respira-| Febri- A 
Cases Contact Opera- | Nutri- | Allergy | Neg. for 
tory cula tions tion . i-vi 
V.P.T. neg., 50 22 10 5 re. 11 233 
336 (15%) | (65%) | 3%) | (15%) | (65%) | (3%) (69%) 
V.P.T. pos., 2 19 12 5 11 13 81 
151 (21%) (125%) } (8%) (3%) (7%) (9%) (54%) 
' 














As would be expected, the morbidity is higher in the positive 
reactors, but it should be noted that 81 (54%) had none of the 
above signs or symptoms suggestive of tuberculosis. The con- 
sensus of opinion is that one cannot differentiate human and 
bovine infection by tuberculin tests. The fact that five negative 
reactors had had cervical gland operations strengthens the 
impression that the V.P.T. does not react so well to bovine 
infection. Also, one of the children examined was proved 
bacteriologically to have a bovine infection of lung and kidney, 
and she was a negative reactor. : 


Summary 


The investigation was undertaken as a specific piece of research 
on the lines of the original aims of the James Mackenzie Institute 
“to investigate disease before the occurrence of any structural 
change in any organ of the body, with a view to providing a 
diagnosis at a period earlier than is possible by the methods now in 
use, and in order to obtain a-knowledge.of the. circumstances that 
favour the onset of disease.” 

Four hundred and eighty-seven children in a seaside and holiday 
resort were examined with the Vollmer patch test for tuberculosis. 
and 31% gave a positive reaction. The children were unselected 
xcept for the fact that all had health records from birth. Their 
using conditions are tabulated. An analysis is given of the x-ray 








films of chests in 86% of positive reactors. An attempt has been 
made to compare morbidity of positive and negative reactors. 


Acknowledgment is due to Dr. James Orr, Director of the James 
Mackenzie Institute, for permission to publish this paper ; and thanks 
are expressed to Dr. B. W. Anderson for his indispensable help 
with the x-ray films and for valuable encouragement and suggestions. 
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SULPHAGUANIDINE IN THE TREATMENT OF 
FLEXNER DYSENTERY 


BY 


H. G. SMITH, B.Sc., Ph.D., M.B., Ch.B. 
(Knightswood Fever Hospital, Glasgow) 


The treatment of dysentery with sulphaguanidine has not 
gained the measure of approval accredited to the use of the 
other sulphonamides in many other infections. .At least at this 
hospital the results were not entirely conclusive, although it is 
true that the majority of cases were of the Sonne type, against 
which sulphaguanidine is said to be less effective. It should be 
appreciated that any antibacterial agent is set a severe task when 
endeavouring to “ sterilize” the bowel. The total length of the 
gut, its further increase in surface area by the throwing up of 
mucous membrane into folds, together with the dilution of the 
drug in faecal contents of the bowel, present a major problem in 
an attack on all parts of the intestine. It was thought that 
success might follow the administration of relatively large doses 
of sulphaguanidine, which, by reason of the poor absorpiion 
of the drug, would result in a high concentration of the pre- 
sumed bacteriostatic agent throughout the bowel. 


The Investigation 

The admission of 44 young female adults, ranging in age from 
17 to 37 years (average 21), suffering from Flexner dysentery 
has given an opportunity of testing the effects of large doses, 
Unfortunately, when the early admissions were made it was not 
suspected that such a large number of patients would arrive 
ultimately, otherwise a controlled observation would have been 
planned. Certain points, however, make the results worth 
recording. Of the patients only ten had a record of diarrhoea 
before admission. The remainder were symptomless contact 
carriers. Five had received sulphaguanidine before admission, 
but not more than 10.5 g. During the period in hospital the 
only clinical manifestations reported were transient blood and 
mucus in the stools in four and mucous stools in two cases. 

Dosage.—The total amount of sulphaguanidine was 142 g.. 
given orally, over 10 days as follows: 24, 24, 24, 18, 18, 9, 9, 
6, 6, and 4 g. A number of patients developed a toxic rash 
(described below), whereupon the drug was stopped ; but in no 
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Graph showing sulphaguanidine blood levels. P 


case did any patient receive less than 129 g. in all. The level 
of sulphaguanidine in the blood was estimated for each day by 
random selection. Only one specimen of blood was withdrawn 
from most of the patients, but in some a second estimation 
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was made. The first three specimens, taken during the second 
or third day, were surprisingly high, ranging from 10 to over 
14 mg. per 100 c.cm. Accordingly the fluid intake was increased 
from 4 pints to 6 pints a day. The average blood concentration 
for each day is represented graphically (see Fig.). It will be 
seen that the blood concentration follows a pattern essentially 
similar to that of the daily dose of the drug. 

Bacteriological Results—The bacteriological results obtained 
at the end of treatment were very satisfactory. Over a period 
of 14 days three successive rectal swabs and two specimens of 
faeces from each patient were examined. The stools were non- 
dysenteric in character, and both faeces and rectal swabs were 
found to be negative for B. dysenteriae (Flexner). In addition, 
magnesium sulphate was administered to 6 patients to produce 
watery stools: these gave negative results for B. dysenteriae 
(Flexner). 

Toxic Effects—Previous experience had shown that children 
tolerate massive doses of sulphaguanidine with no adverse 
effects. As much as 168 g. of the drug has been given over 
16 days, and 330 g. over 28 days, to children aged 2 years. It 
was surprising, therefore, to find that no fewer than 21 of the 
44 adult patients developed a toxic rash between the eighth and 
tenth days of treatment—mostly on the ninth day. With one 
exception all the rashes were pink and maculo-papular. Ten were 
generalized morbilliform rashes (one of which was petechial 
before fading). In one instance the rash was at first scarlatini- 
form, but later the same day it became morbilliform in type. 
The remainder were localized to particular parts of the body, 
such as the thighs, back, arms, or face. In one case a circinate 
urticarial rash was recorded. Here, small red macules appeared 
on the outer aspects of the thighs, spreading out with a pink 
raised edge to a diameter of about 2 in. and fading in about 
24 hours. Three crops occurred before the rash disappeared 
entirely after 4 days. In other cases the rash faded in from 
2 to 3 days. There was little constitutional upset, though a few 
patients complained of a burning sensation of the face. Two 
had more severe symptoms, with elevation of temperature to 
100° and 101° F. generalized rash, a burning sensation of the 
skin, swollen face, and pink and suffused eyes. 

Longcope (1943) suggests that the following sulphonamide 
*rashes occur in chronological order: (1) urticarial, (2) scarlatini- 
form, (3) morbilliform, (4) petechial. Hageman and Blake 
(1937) described ten cases of toxic rash from their series of 134. 
cases occurring about the seventh and eighth days, and often 
found a leucocytosis with increase in percentage of eosinophils 
concomitant with the rash. There was no evidence of a 
leucocytosis in the present series, though in the majority of 
cases an increase in the percentage of eosinophils was noted. 
There was no corielation between concentration of the drug in 
the blood and the development of a rash. The early blood 
levels were not higher than the rest of the cases, and at the 
time the rash appeared the blood levels were usually negligible. 
No case which developed a rash had received previous 
treatment with sulphaguanidine. 

Sensitization—In view of the occurrence of such a high per- 
_centage of toxic rashes it was decided to obtain information 
regarding hypersensitivity to the drugs of the sulphonamide 
series. Accordingly 12 of the 21 cases were divided into 4 
groups of 3 individuals, who were given the following single 
test dose: Group 1, 1 g. sulphanilamide; Group 2, 1 g. 
sulphathiazole ; Group 3, 1 g. sulphadiazine ; Group 4, 2 g. 
sulphaguanidine. No reaction was obtained with the first three 
drugs. With sulphaguanidine only one patient of the three 
showed a reaction. A scarlatiniform rash on face and chest 
made its first appearance one hour after administration, and 
five hours later became generalized and blotchy. There was 
no constitutional upset, and in 20 hours the rash had faded. 
The 9 patients who had previously received the other 
sulphonamides were later ‘given 2 g. of sulphaguanidine. 
Seven developed a toxic reaction as follows: 


1. Scarlatiniform rash developed on face, 
6 hours after administration. Eyes suffused and painful. 
elevation of temperature. Faded 12 hours after appearance. 

2. Scarlatiniform rash on arms and thighs appeared within 7 hours. 
Rash faded 12 hours later. 

3. Generalized scarlatiniform rash appeared in 7 hours, with suffu- 
sion of eyes, photophobia, and sickness. Faded 12 hours later. 


neck, and elbows 
Slight 





. SY . a 
4. Generalized scarlatiniform rash appeared in 6 hours, E 
suffused. No discomfort. Disappeared 11 hours later. " 

5. Generalized scarlatiniform rash appeared in 6 hours with 
severe constitutional symptoms—viz., headache, sickness and vomit 
ing, suffusion of eyes, and elevation of temperature. : 

6. Generalized scarlatiniform rash appeared in 7 hours, 
12 hours after appearance. 

7. Scarlatiniform rash on legs appeared in 7 hours. 
hours after appearance. 


Faded 
Faded 1} 


Discussion 

From the therapeutic point of view the results were ve 
satisfactory. It is unusual to obtain five consecutive negatiiad 
from a series of cases of dysenteric infection. On the debit side 
however, the occurrence of so many toxic rashes must be 
regarded seriously, and constitutes a strong argument against 
massive dosage. It may be suggested that the total dose should 
not exceed 110 g. in the adult. The results of the investiga. 
tion of the drug sensitization are considered interesting, and 
the conclusion drawn is that the primary hypersensitivity 
encountered was.not general for sulphonamides but was con- 
fined to sulphaguanidine alone. The evidence seems to suggest 
that the hypersensitivity was due to the guanidine radical of the 
sulphonamide compound. 

Summary 

Forty-four young female adults, mainly symptomless carriers of 
B. dysenteriae (Flexner), were treated with massive doses of 
sulphaguanidine. 

The bacteriological results were satisfactory after conclusion of 
treatment. Five consecutive negative results were obtained. for each 
patient. , 

About the ninth day of treatment 21 patients: developed a toxic 
rash. Apart from one circinate urticaria, the rashes were pink and 
morbilliform. The presence of a scarlatiniform and a petechial type 
was noted among the latter. There was no relation to a high blood 
concentration of the drug. 

Eight patients out of 12 reacted to a sensitization dose of sulpha- 
guanidine. In some cases the constitutional upset was severe. There 
was no response to sensitization doses of other sulphonamides, It 
is suggested that the guanidine radical may be the sensitizing agent, 

The high incidence of toxic rashes suggests care in dosage. 

I wish to thank Dr. T. Anderson, superintendent of Knightswooé 
Hospital, for constant advice and encouragement throughout thi 
investigation. Thanks are also due to Dr. W. R. Wiseman, Glasgoy 
Public Health Laboratory, who performed the routine bacteriologicd 


examinations. 
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HAEMOLYTIC DISEASE OF THE NEWBOR) 
THE. PREPONDERANCE {OF HOMOZYGOUS Rh-POSITIVE 


BY 
G. L. TAYLOR,* M.D., Ph.D., M.R.C.P. 
AND 

R. R. RACE,* M.R.C.S., L.R.C.P.- 


(From the Galton Laboratory Serum Unit, Department of Patholog 
Cambridge) ‘ 


A predominance of homozygous RhRh fathers in familis 
where an Rh-negative mother has borne children suffering from 
haemolytic disease of the newborn has been suggested by Rae, 
Taylor, Cappell, and McFarlane (1943). An Rh-negatite 
mother is more liable to be immunized when every pregnancyés 
Rh-positive and provides the antigenic stimulus, as it does wih 
a homozygous husband, than when he is heterozygous Rhi 
and some of the children are positive and others negative. Thi 
being so, it is obvious that the proportion of homozygos 
fathers producing affected children will be greater than the prt 
portion of heterozygous fathers. It can readily be shown thi 
in a random sample of Rh-positive males about 3 out of] 
must be homozygous and 4 must be heterozygous. 

Race and Taylor (1943) have described a serum which di 


closes the genotype of half the persons who are homozygot™ 


RhRh. This serum, called “St” from the first two letters ¢ 
the donor’s surname, agglutinates the blood of all Rh-negati¥ 
rhrh and of all heterozygous Rhrh persons, but it fails to read 


* Working on behalf of the Medical Research Council. . 
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with about 20% of bloods (St-negative), all of which must 


J e homozygous RhRh and represent about half the 
Seenaitive naeanaacek- ania 38% of the population. Race 
and Taylor pointed out that the extent of any preponderance of 
‘homozygotes among the fathers of erythroblastotic children 
add be indicated by the proportion found to be St-negative. 
In 46 families in which the disease occurred and in which all 
the mothers were Rh-negative and had anti-Rh agglutinins in 
their sera, 18 of the fathers have been St-negative and 28 St- 

itive. If about half of the homozygotes are St-negative, then 

- jt appears that of 46 fathers about 36 were homozygous ; these 

compared with those expected in the general 








frequencies, 
population, are: 
— | 
Observed St — | Observed St + Estimated | Estimated 
Homozygotes | Heterozygotes 
46fathers .. 18 - 28 36 10 
——~" | Expected St — | Expected St + Expected | Expected 
* Homozygotes | Heterozygotes 
46 random 10-11 35-36 20 26 
Rh+ men | 














36 26 
and in that case the homozygous fathers -would be jg X 7 


ie. 4.68—times more dangerous than the heterozygous. 
The difference in distribution among the fathers and the normal 


population is highly significant statistically. Again, in a normal 


population of 46 Rh-positive persons 10 or 11 are expected to 
be St-negative and about 35 St-positive: that 18 fathers were 
St-negative and 28 St-positive is statistically significant. 


_ Further evidence of the preponderance of homozygous 
fathers in affected families is given by the results of more 
recently discovered tests which determine certain Rh genotypes. 
The inheritance of the Rh groups is determined by a series 
of multiple allelomorphs, and by the use of different sera from 
the mothers of erythroblastotic babies the genotypes of about 
80% of persons can be recognized. (See Race and Taylor, 
1943; Race, Taylor, Boorman, and Dodd, 1943; Race, Taylor, 
Cappell, and McFarlane, 1944.) 


Of the 46 fathers 38 were examined by tests which recognize ~ 


the Rh,rh and Rh,Rh, genotypes. In the general population 
the frequency of Rh,rh is about 33%—that is, about 40% of 
_ Rh-positives. Of 38 Rh-positive fathers, therefore, 15 would 
be expected to be Rh,rh and 23 not Rh,rh. But only 5 fathers 
were Rh,rh—a highly significant departure from expectation, 
_ which shows a marked shortage of this commonest type of 
heterozygote. Thus: 








| Rh,rh | Not Rh,rh 
fathers: observed ek Aas 5 33 
38 random Rh+ men: expected 15 23 





_In 435 unselected donors the ratio of the genotype Rh,Rh, to 
Rh,th was almost exactly 1 to 2; but of these 38 fathers 
14 were Rh,Rh, and 5 Rh,rh—again a highly significant 
‘shortage of Rh,rh. 

The tests on the last 18 of the 46 fathers made it possible to 
recognize the following genotypes: 




















(Homo- | Rh,rh or | (Hetero- 

Rh,Rh, | Rh, Rhy zygotes) Rh,th Rh,Rh, zygotes) 
Observed 7 6 (13) 3 2 (5) 
~ Expected 4 3 (7) 8 3 ay) 

















The serological tests do not yet differentiate between the geno- 
_ types Rh.rh and Rh,Rh,, but, assuming the two fathers in this 
| group are heterozygotes, then there are 13 homozygotes and 5 
| heterozygotes, whereas 7 and 11 would be expected in the 
| general population: the discrepancy is on the verge of statistical 


population. This suggests that both genes are equally effective 
in producing the disease. 

It may be thought that the manner of ascertainment has been 

‘Wesponsible for the high proportion of homozygous fathers 

in our sample, and that the diagnostic support given by 

a history of more than one jaundiced baby may make a 

or the more likely to send us blood samples and thus 


et! 
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prejudice our series in favour of homozygous fathers. This 


difficulty can be overcome if-we consider fathers of families in 
which only one child is erythroblastotic. There are 26 such; 
9 of them are St-negative—a proportion not very different from 
that found in the remaining families with 9 St-negative fathers 
out of 20. Twenty of the fathers of families with a single 
affected child were examined by the tests which recognize 
Rh,rh and Rh,Rh,, and they show a significant shortage of 
Rh,rh, there being only 2 instead of the expected 8, while 
the ratio of Rh,rh to Rh,Rh, is 2 to 7 instead of the expected 
6 to 3. 


Conclusions and Summary 


The findings reported prove that there is a marked pre- 
ponderance of homozygous fathers in families affected by 
haemolytic disease of the newborn; the homozygote appears 
to be about four or five times more dangerous than the hetero- 
zygote. This predominance of homozygotes affects enormously 
the chances of Rh-negative, and therefore unaffected, children 
being born. The genotype of about three-quarters of Rh-posi- 
tive people can be determined serologically, and unless it can 
be shown that the father is heterozygous in this way, or by his 
having an Rh-negative child or an Rh-negative parent, the 
*prognosis is entirely unfavourable. 
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Medical Memoranda 








Latent Malaria presenting as Anaemia 


Anaemia is a well-known feature of malaria, both during the 
acute phase of the disease and in convalescence. Treatment 
by iron is not by any means always necessary, but in most 
cases is quickly curative. An anaemia, nevertheless, may occur 
which is both iron-resistant and susceptible to antimalarial 
therapy, at a time when the parasite would not normally have 
been suspected as the causative factor. Two such cases of 
anaemia are here reported. Response to antimalarial treat- 
ment was immediate and satisfactory in both cases. 


Case I 


During Oct., 1942, this man had a first attack of clinical malaria 
which was apparently successfully cured by the usual course of treat- 
ment (quinine-mepacrine-pamaquin), but ever since then he had com- 
plained of general weakness, occasional cough, pains in the joints, 
and loss of weight. There were no rigors or sweats, and he was 
apyrexial. He was seen as an out-patient on Dec. 30—two months 
after his initial illness—when his condition suggested a blood count. 
This showed: R.B.C., 3,170,000; Hb, 70% (Sahli); C.1., 1.1; W.B.C., 
5,100—polymorphs 38%, lymphocytes 56%, monocytes 6%. 

‘ He was admitted to hospital five days later. Detailed physical 


- examination revealed a young man in poor condition and with marked 


pallor. Temperature 99°; pulse 80. Tongue furred; throat clear. 
Heart normal in size and position; rhythm regular. On auscultation 
there was a widespread systolic murmur, best heard along the left 
border of the sternum. B.P. 120/60. The lungs showed no 
abnormality. The liver was palpable and tender. The spleen was 
not palpable. Blood films for malaria parasites were persistently 
negative. 

X-ray films of the chest showed no abnormality. On Jan. 1, 1943, 
a blood count gave: R:B.C., 3,640,000; Hb, 90% (Sahli); C.I., 1.2; 
W.B.C., 6,000 (polymorphs 53%, lymphocytes 42%, monocytes 3%, 
eosinophils 2%). Intensive iron therapy was instituted (ferri et 
ammon. cit. gr. 120 per diem). After orie week the red cells had 
diminished by 20,000 and the Hb by 10%. Symptoms were not 
diminished, and his condition was unchanged. Some days later 
he suddenly developed an acute pyrexial illness, during which M.T. 
parasites were found in the blood film. Iron was discontinued and 
antimalarial treatment given. At the end of the treatment the red 
cell count had risen to 4,390,000, and when the patient was dis- 
charged fit and symptom-free a few days later this number had 
reached 5,500,000, with 96% Hb and 12,200 white cells, although 
anti-anaemic treatment by iron had not been reinstituted. 


Case II 
A prisoner of war, 42 years old, admitted to hospital on May 11, 
1943, complained of weakness, headache, and slight diarrhoea. There 
was a history of ten attacks of malaria in the previous five years. 
On examination the patient was found to be pale but not icteric. 
Temperature normal; tongue coated. Some petechial spots were 
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The spleen 
Pathological examination of the stools 
In four days the —, were 
R.B.C., : 
W.B.C., 13,000. Intensive iron therapy ae liver 
diet for 16 yi pe te no ‘beneficial effects—in fact, there was 
a diminution of 490,000 in the red cell count and 8% in the Hb 


present on gums and palate. The chest was normal. 
was palpable and tender. 
showed no evidence of dysentery. 
repeatedly reg) ae the blood count was: 


Hb, 57%; C.L., 


estimation. His temperature remained normal, his spleen was 
palpable, and no malaria parasites were found in the blood films. 
Since neither symptoms nor anaemia had been improved by iron 
therapy and liver diet this was stopped, and replaced by a full 
course of antimalarial treatment. The response was immediate. 
By the end of the course he was symptom-free; the spleen was not 
eas: and the blood count was: R.B.C., 74.35 0,000; Hb, 82%; 
C.1., 0.9; W.B.C., 5,800 (P. 69%, L. 22%, M. 6%, E. 3%). 


G. Bauo, Lieut., R.A.M.C. 


British Military Hospital, Khartum. 


Two Cases of Imperforate Anus 


In view of the comparative rarity of the condition, perhaps 
the two cases here reported may be of interest in that they 
illustrate two of the different varieties of the condition. 


Case I 


The baby had been born precipitately 48 hours before I was called 
to see it by a district midwife, who informed me that it had vomited 
repeatedly and had passed no meconium since birth. On examina- 
tion it was an apparently normal full-term child, weighing 5 Ib. 7 oz., 
but obviously an ill one. Its temperature and pulse were normal, 
but the abdomen was somewhat distended and the child vomited 
every feed that was given. It was admitted to hospital the same 
day, and x-ray photographs confirmed the clinical diagnosis of 
imperforate anus. Operation was undertaken that evening and an 
attempt made to divide the septum which had been shown to separate 
the rectum from the anal canal. This, however, proved impossible 
owing to the narrowness of the orifice and the distance of the septum 
from the anus, so an iliac colostomy was performed. A considerable 
amount of fluid was found in the peritoneal cavity. There was a 
recurrence of vomiting later the same night and the stomach was 
washed out, but the child died in the early hours of the morning. 


Case Il 


This child, with its mother, was transferred to the Northern 
Hospital from the hospital in which the birth had taken place; 
transference was for the mother’s convalescence. Birth had been 
by forceps delivery, and the infant had apparently been considered 
quite normal and its condition .satisfactory. It was apparently a 
40-weeks baby, and weighed 8 Ib. 1 oz. at birth. It was receiving 
three-hourly feeds at the breast. The day after arrival at this hos- 
pital the infant was obviously ill. Its weight had fallen to 7 Ib. 5 oz., 
its colour was poor, and the abdomen was distended. On examina- 
tion it was at once seen that no anal orifice existed. This fact had 
apparently been missed previously owing to the napkins having been 
stained with meconium, which, it now appeared, was being passed 
via the urethra. 

Immediate operation was performed under ether anaesthesia and 
an attempt made to find the lower end of the bowel through a cruci- 
form perineal incision, but it soon became evident that no rectum 
existed at all. While on the operating. table meconium was passed 
from the penis. An iliac colostomy was therefore performed, but 
—* condition continued to deteriorate and it died the same 
night. 

- At the necropsy there was complete absence of the rectum, and 
a fistula existed between the lower end of the bowel and the mem- 
branous urethra. A dissection of the affected organs was made and 
mounted, and subsequently accepted by the museum of the — 
College of Surgeons. 

COMMENT 


The first of these cases illustrates the type of imperforate 
anus in which a complete membranous septum persists between 
the post-allantoic gut and the proctodaeum. Case II belongs 
to the group in which the original communication with the 
cloaca persists—associated, as is usually the case, with non- 
development of the post-allantoic gut. 

I wish to record my thanks to Dr. A. G. Wilkinson for permission to 
publish Case I; to Dr. Bjorkegren, under whose care Case II was admitted 
to this hospital and who diagnosed the condition; to Mr. W. Rothwell, 
who performed the operation and made the post-mortem dissection; and 
to Dr. G. A. Borthwick, medical superintendent, Northern Hospital. 


N.21. Tan A. J. McCreapy, M.R.C:S. 


—— a 


Northern Hospital, 








It is reported from Berlin that a single fruit of a specific Bulgarian 
white rose contains about 4,000 to 5,000 mg. vitamin C. This 
(according to Svenska, Aug. 24, 1943) is a sensational discovery, as 
hitherto the quantity of vitamin C in vitamin-bearing plants ranged 
from 400 to 1,000 mg. At the same time, a new method of vitamin 
extraction has been_introduced in Bulgaria, and it is expected that 
this industry will revolutionize the economic life of that country. The 
dried seeds are to be compressed into tablets, each of which will 
contain 20 mg. vitamin C. 
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MODERN STATISTICS 


By Maurice G. Kendall, 
Charles Griffin and Co, 


The Advanced Theory of Statistics. 


Volume I. (Pp. 457. 42s.) London: rr 


1943. 

The 457 quarto pages of vol. I of Maurice G. Kendall's 
book bring back vivid memories to a reader whose Statistica} 
education began more than 40 years ago. Even at that time 
the mathematical literature of the theory of probability was 
already large; a good deal had been written which those whose 
formal education in mathematics had been elementary found 
difficult reading. But textbooks in the titles of which the words 

“ statistics” or “statistical” appeared were descriptive and 
arithmetical rather than algebraical. In the 40 years general 
mathematical education has been improved. A youth who 
has reached the standard of a Higher School C ertificate in 
mathematics may not have much more difficulty in reading 
Mr. Kendall’s book than his father, or grandfather, with 
equivalent training, had with Todhunter’s History of the 
Mathematical Theory of Probability and—this. is the essentia} 
difference—will cover a much wider field of practically important 
knowledge. 

The columns of a medical journal are not the proper place, 
even were the reviewer a proper person, for a critical analysis 
of a ‘primarily mathematical treatise. But as the medica} 
profession numbers in its ranks men of varied non-professional 
learning, and as statistical analysis has become an orthodox 
method of medical research, it is proper to indicate the scope 
of the book and the change in the intellectual attitude of 
statisticians which it illustrates. A reader of a mathematica} 
book has two difficulties: the writer may assume knowledge 









of methods and results the reader does not have ; he may use 
a notation or a calculus which is unfamiliar. In this book the 
difficulties are rather of fhe second than the first class. We 
think that an amateur who.reads carefully a pamphlet by the 
late H. E. Soper entitled Frequency Arrays (published by the 
Cambridge University Press in 1922) would find Mr. Kendall's 
exposition easier to follow. We should add that Mr. Kenda! 
follows the admirable example of Karl Pearson—viz., provides 
arithmetical examples wherever possible. 

Comparing past with present, summarily, we may note 
that the great pioneers of half a century ago, particularly 
Karl Pearson, were empiricists in the best sense of the term. 
Their new methods were powerful instruments, but their logical 
justification of them was much less complete than we, their 
pupils, or perhaps they themselves, supposed. It is indeed 
certain that Karl Pearson did not suppose he had placed the 
method of moments upon a wholly satisfactory basis of 
mathematical logic, but his pupils were often free from doubts. 
A comparison of Pearson’s article in Biometrika (1902, 1, 265) 
with Mr. Kendall’s 4th chapter, especially pp. 105 et seq, 
shows how. far we have travelled since 1902. 

But that does not mean the debt to Karl Pearson is smal 
and that those medical biometricians who “fit” by moments 
are wasting their time. A natural association of ideas leads 
one to compare the editorial on probable errors of frequency 
constants in the second volume of Biometrika (1903, p. 273. 
which was the model we admired 40 years ago, with 
Mr. Kendall’s 9th, 10th, and 11th chapters. We know nov, 
among other things, that it is not quite so easy to evaluate 
sampling moments as we had thought, and that moments are 
not the most useful functions to study. Here we might remark 
that a reader coming fresh to k-statistics would find a little 
book by the late P. A. Macmahon (An Introduction 
Combinatory Analysis, C.U.P., 1920) helpful. Macmahon 
wrote this booklet (71 pages) as an introduction to his large 
treatise ; the modern history of statistics shows how wise wa 
Macmahon’s own remark that “ the theory of probabilities 
to a large extent concerned with and dependent upon the 
enumeration of combinations subject to conditions, and almot 
every theorem in combinatory analysis has its application t 
that theory” (Combinatory Analysis, vol. I, p. vi). We ar 










however, diverging from the general to the particular. The re 
maining chapters of Mr. Kendall's book, treating of association 
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and contingency, product moment correlation, partial and 


multiple correlation, and rank correlation, will not be too hard 
reading for those who have: had practical experience of the 
methods and already studied an elementary textbook. 

While, as said at the beginning of this review, we have no 
pretensi , 
to a mathematical public, we have no doubt of its value and 
are sure that many medical statisticians who are not mathe- 
matical experts could read it with profit if they will (a) take 
hints we have given as to preliminary study, and (b) read 
dowly. It is not a book for hasty perusal. oe 

There is a good deal to be said for statistics, in the most 
‘general sense of the term, as a source of intellectual pleasure 
appealing to a wide range of tastes and natural aptitudes. To 
some its chief merit is as a method of research which can be 
applied without access to a laboratory ; to others it is an oppor- 
tunity to test imagination and a sense of logical consistency. 
Mr. Kendall appeals more to the second class; but students 
of the former class—no doubt a majority of medical readers— 
will find in the book danger signals intelligible enough even 
if the proofs that there is danger may be hard to follow. 
We wish Mr. Kendall equal success in the second part of his 


undertaking. M.G. 
STUTTERING 


Stuttering : Significant Theories and Therapies. 
(Pp. 177. 12s.) California: Stanford University Press; London: Oxford 
University Press. 1943. 

This book consists of a collection of short essays or descrip- 
tions setting forth the views of numerous writers on the 
causation and treatment of stuttering. These writers include 
eighteen American authorities and eight European, among 
whom are Austrian, English, French, and German exponents. 
As each essay consists of about half a dozen pages and often 
less it is evident that the book does not lend itself readily 
to a review. There is, however, a large consensus of opinion 
that the underlying cause is some form of mental conflict, 
and that some form of psychological treatment is therefore 
a.necessary basis to the successful management of such cases. 
On the other hand, there are those, such as Dr. Walter B. Swift, 
who seek a conscious process rather than the subconscious 
processes of the psycho-analysts as the cause, but all are 
agreed that stuttering is a neurosis. If it is permissible to 
mention a few of the essays which carry most conviction 
by their simple scientific approach to the subject, those by 
Dr. Meyer Solomon and Dr. Lee Edward Travis stand out 


By Eugene F. Hahn. 


* prominently. This book should certainly be helpful to speech 


therapists who deal with stuttering, and its value is increased 
by the inclusion of a useful bibliography. ; 


INJURIES OF THE FACE AND JAWS 


By Douglas B. 
22s. 6d.) London: Henry 


Synopsis of Traumatic Iniuries of the. Face and Jaws. 
Parker, M.D., D.D.S. (Pp. 334; illustrated. 
~ Kimpton, 


Now that so many American oral surgeons are with us in 


this country it is both interesting and stimulating to follow 
‘the progress of their maxillo-facial surgery and compare their 
technique with ours. The American doing this work is first 
and foremost a dental surgeon who has had a specialized 
training and experience in facial and jaw injuries and under- 
takes the operating, much of which in this country would be 
done by the plastic surgeon. Hence Dr. Douglas B. Parker's 
approach to the subject is that of the oral surgeon who takes 
full responsibility and charge of the patient. 

This is a useful book for anyone who has had no previous 
experience in this branch of surgery, and it gives a sound 
introduction to principles employed in the treatment of these 
tragic injuries, without wasting space on the details and con- 
struction of the more complicated splints and methods of 
Stabilization. Much of the terminology is different from ours, 


and such phrases as “automotive accidents” and “ fistic 


encounters” may sound strange, but the text is clear and 
concise. The illustrations and diagrams are excellent, and 


should be better still in later editions when material from the 


Present war can be added. The early chapters deal with 


anatomy and surgical technique, and the diagrams on suturing 


deserve special praise. The section on the stabilization and 
treatment of fractures differs little from that taught in this 
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on to give judgment on a work primarily addressed’ 











country. We look forward now to seeing our American 
colleagues over here at work and will observe their maxillo- 
facial technique with interest. 








Notes on Books 


Methods for Diagnostic Bacteriology, by ISABELLE G. SCHAUB and 
M. KarHLEEN FOLey (Henry Kimpton; 18s.), is a useful bench book 
describing the methods employed at the Johns Hopkins Hospital. 
The second edition has been amplified by a chapter on the identifica- 
tion of pathogenic bacteria by their colonial characters: otherwise 
it follows the same plan as before, instructions being given first 
for the examination of various kinds of specimen, and later for 
the further study and identification of bacteria cultivated from them. 
Final chapters deal, as before, with serological methods and the 
preparation of culture media and stains. 


The National Smoke Abatement Society has published in pamphlet 
form the Proceedings of the London Conference, 1943, on smoke 
prevention in relation to plans for post-war reconstruction. The 
price is 1s. and it is obtainable through booksellers, or direct and 
post free from the National Smoke Abatement Society, Chandos 
House, Buckingham Gate, London, S.W.1. 








Preparations and Appliances 








ANAESTHETIC FACEPIECES: DEVICE FOR 
PROMOTING AN AIR-TIGHT FIT 


Dr. H. J. V. MorTON writes from Hillingdon County Hospital, 
Middlesex : 


The device represented in the accompanying sketch assists 
very considerably in procuring an air-tight fit between the 
anaesthetic mask and the patient’s face. It can be adjusted to 
bring pressure to bear at the points where leakage usually occurs, 
and is particularly useful if one is forced to use an inefficient 
facepiece or when a patient’s physiognomy is unusual. 


yi 
fy 








The method of use in conjunction with a standard Clausen’s 
harness is clear from the diagram. Two studs in the harness 
make for increased adaptability. 

The usefulness. of this simple device in closed-circuit 
anaesthesias, especially when cyclopropane is being used,. is 
evident. In the majority of cases the tension on the rubber 
band also assists in “holding up the chin.” It should always 
be used with an appropriate airway in position. 

The appliance can be obtained from Medical and Industrial 
Equipment, Ltd., 12, New Cavendish Street, London, W.1. 
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NEUROSIS AFTER WAR SERVICE 
REHABILITATION AND RESETTLEMENT 


The eighth medical conference of the Ex-Services Welfare 
Society was held on Feb. 8, with Lord Horper presiding in 
the morning and Prof. J. LE FLEMING Burrow in the afternoon. 
A general discussion on neurotic illness in men discharged from 
the Services and their settlement in industry was opened by 
Col. THoMAS TENNANT of St. Andrew’s Hospital, Northampton. 
Experience had shown, he said, that certain types of neurotic 
and even of psychotic illness responded to a comparatively 
short period of treatment, while in other types equilibrium 
could be maintained only by a long period in a sheltered 
environment. The disadvantage of institutional treatment was 
that the patient was separated from his home, supposing his 
home environment to be favaurable. If the plans suggested 
for the development of post-war psychiatry materialized, neuro- 
psychiatric units would be established in many parts of the 
country, and might be used in the same way as the Maudsley 
in London. 

Dr. AuBREY Lewis said that the problem of the neurotic 
or psychotic individual should not be ‘separated from that of 
physical disablement. The neurotic man should be regarded 
as having only a temporary disability, and every effort should 
be made to avoid conflict between him and the other men with 
whom he associated in industry. There was some foglish 
prejudice against neurotics, and they, more than any other 
disabled type, were open to the suspicion of malingering ; they 
were also more liable to recurrence after apparent recovery. 
Not only were more psychiatrists needed, but a better distribu- 
tion of those available. 


Absorption into Industry 

An interesting contribution was made to the conference by 
Dr. E. Morr (senior medical officer, Ford: Motor Company), 
who said that his experience of the absorption of psychotic 
and neurotic ex-Service men into industry led him to feel 
that they should be put to work in normal surroundings under 
suitable supervision as soon as possible. Sheltered industries 
in some cases were necessary, but they tended to become sick 
bays. They reminded the patient that he was still a sick man. 
His case called for the united efforts of the psychiatrist, the 
general practitioner, and the industrial medical officer. In the 
Tomlinson report the works doctor was mentioned only once, 
and then by analogy, and the general practitioner was not 
mentioned at all. It would be well if every G.P. held a part- 
time industrial post. An eminent psychiatrist had said that 
he could discharge half his patients if their home conditions 
were satisfactory, and it was the G.P., knowing the home 
conditions, with the industrial medical officer, knowing the 
working ones, who together should encourage them along the 
path of recovery. 

Brig. J. R. Rees said that the problem called for the 
sociologist as well as the clinician. He addressed himself in 
particular to the question of pensions. There must be a certain 
number of cases in which, although the man might have had 
a predisposition before entering the Service, the excessive strain 
of warfare had made his condition really attributable to the 
Service in the sense that his breakdown would never have 
occurred had he remained in normal surroundings. In such 
cases a pension might legitimately be granted, but he was 
sorry that it should be necessary even in those, because pensions 
were extremely bad for the neurotic case. Dr. STROM-OLSEN 
deplored the dearth of social workers in association with 
psychiatric clinics. 

Dr. J. F. E. Pripeaux (Ministry of Pensions) said that, taking 
the cases which were regarded as true war neurosis in the 
last war—cases in which there had been no predisposition or 
only a slight one—87% came off the pension list within two 
or three years after the armistice. He felt that such men 
could be reabsorbed into industry if the proper steps were 
taken. There was no doubt that the pension was the worst 
kind of “therapeutic instrument,” as anyone who had treated 
side by side the serving soldier and the pensioner for the same 
kind of ailment ‘would agree. 

Dr. Louis MINSKI pointed out the virtual impossibility of 
the settlement of a patient in industry so long as his domestic 
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problems were agitating him. The domestic meriied 
attention as the industrial side. He also spoke of the n 

for the employment of a welfare officer with some psychiaa 
knowledge by every firm which absorbed such men into i 
| Col. A. A. W. Petrie referred to the Vicio 

circle created when men were discharged from mental hospitay 
with 100% disability pension ; when, on their gradual recomed 
the pension was cut down they became the subject of a 
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acute depressive attack and had to return t i cee 
hospital. © the mental] == 
A Single Problem 
Mr, GeorGE TOMLINSON, M.P., Parliamentary Secretary 
the Ministry of Labour and National Service, addresseq ta By n¢ 
conference. Rehabilitation and resettlement, he said, were of the 
single problem ; hitherto the two things had been dissociated tiot 
He felt that unless the stigma which still clung to the mental i 
hospital could be removed, patients should only be alloweag YS 
to go there as a last resort. In the rehabilitation of g certain will r¢ 
type of neurotic patient the attitude of his employer and o(ff princi] 
his fellow trade unionists was probably more important thar . id 
anything else, and in spite of the fact that a Bill had noy tt 
passed through the House of Commons providing on a com. import 
pulsory basis for the employment of disabled persons, it wa men V 
just as essential as ever to get the understanding and ¢o ickne: 
operation of both sides in industry. The object of his com 7 a): 
mittee (the Committee on the Rehabilitation of the Disabled White 
of which he was chairman) had been to ensure that the disables Bever! 
person should be able to obtain his job and keep it on hi “conc 
merits as a worker in ordinary competition with his fellows Ith 
That was the only rehabilitation which was really worth whi Be: 
He sympathized with the protest made by one speaker in th: with t 
conference against the assumption that the only employmen§§ service 
for which a one-armed man was fit was door-keeping or lift main 1 
attending, but at the same-time it was as well to remembe 
that the loss of an arm did not make a man a genius; he ment | 
might only be fit for door-keeping or lift-attending if he hac care © 
retained both arms. Mr. Tomlinson as a trade unionist pai(f® and b 
a tribute to the general body of doctors. There had beer d 
a good deal of recent trouble over certification, but he fet Wee 
certain that in many cases the doctor had given a certificat, countr 
which perhaps was not very explicit and might include som of a « 
such phrase as “general debility,” because he knew that le commt 
could probably arrest what was developing in the patient if | 
he could put him “on the club” for two or three weeks. pr 2 ' 
Prof. Burrow said that part-time help among civilians availab 
by psychiatrists now serving in the Forces would be of vey@ avail h 
great assistance in the rehabilitation of the cases with whih coming 
_civilian doctors were now called upon to deal. There wer f 
too few psychiatrists to. give the necessary individual treatment bution 
in cases of neurosis. plete. 
doctor ’ 
or not | 
TUBERCULOSIS IN INDIA A som 
The fourth annual report of the Tuberculosis Association of Inda 
states that there are now 112 tuberculosis clinics and 66 tuberculots for doc 
hospitals and sanatoria in that country, with a total of over 4,00§ private 
beds. In addition there are more than 1,200 beds for tuberculoys free to 
patients in general and isolation hospitals, and over 700 for tube- 
culous convicts in prisons. One of the most noteworthy institutions § the pro! 


in India is the New Delhi Tuberculosis Clinic, at which, during te 
latest year, 2,240 persons were examined, nearly half of whom wee 
found to be suffering from the disease. The Lady Linlithgow Sant 
torium at Kasauli, with 136 beds, is also doing excellent work andis 
becoming known, the number of applications for admission greally 
exceeding the number of beds available. Patients are admitted fo 
this institution from all parts of India without distinction of rae 
or caste. There are now affiliated with the Tuberculosis Associatio 
fourteen Provincial and five State associations, the latest to & 
formed being in the States of Hyderabad, Bikaner, and Rampur. 


hensive 
patient 
and the 
held bet 
’ The 
English 
* there i 
subject 
On the basis of the treatment of 50 typhus cases with convalé of over- 
cents’ blood, Pfeiffer and Gauserky (Klin. Wschr., 1943, 22, 48) ensure 2 
state that favourable results are produced by it. The princi 4 
effects are shown in a shortening of the period of fever and leone. I 
severe central nervous symptoms. The mortality in cases Wil@ensyre. + 
have been transfused is Jess than in those without transfusion. ¥ 
is sufficient, they state, to make a single transfusion of 200 c.cagS*IViCe. 


of convalescent blood, and this ought to be done at the beginnimg"> 7777, 
of the case. 
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THE WHITE PAPER 


By now all doctors in this country will have some idea 
of the proposals in the Government White Paper on a 





ry to 
d the 





er 
ated National Health Service, published last week! ; and soon 
al everyone will receive a copy. It is hoped that everyone 
srtaingg Will read and re-read this so'as to grasp in both broad 
d off principle and narrow detail just what is the very fully 
that® considered view of the Government on an issue of first 
cal importance to the people of the country and to the medical 
t wa! men whose task it is to care for them in health and in 
1 co sickness. It should be made clear at the outset that the 
bled White Paper, which is designed to meet the demand of the 
able Beveridge report for a comprehensive medical service, is 
n hiff “concerned exclusively with the direct services of personal 
lows health care and advice and treatment.” It is not concerned 
ms with the environmental health services, nor with the school 
men service, nor with the industrial medical service. “‘ The 
lift} main reason for change,” it is stated, “is that the Govern- 
“a ment believe that, at this stage of social development, the 
me care of personal health should be put on a new footing 
pai’ and be made available to everybody as a publicly spon- 
bp sored service.” It is considered that the people of this 
cat, country should come to look upon the public provision 
some of a comprehensive personal health service as much a 
at le} communal provision as the provision of good highways 
nt if or a clean and safe water supply. The service is to be 
‘lian available to everyone in the community who wishes to 
vey avail himself of it, and it is to be free, payment for it 
“ coming out of taxes, local rates, and the insurance contri- 
pat bution under the social security scheme. It is to be com- 
plete. The service is to be founded on the “ family 
doctor” idea; there is to be freedom for people to use 
or not to use the facilities made available ; there is to be 
tol no compulsion into the new service either for patients or 


for doctors; there is to be freedom for entering into 
private arrangements at private cost; the patient is to be 
free to choose his doctor. With these general principles 
ihe profession are in agreement. The idea of a compre- 
hensive service based on the personal relationship between 
patient and doctor, with no financial barrier between it 
ind the patient, is one which the B.M.A. has consistently 
held before the profession. 

ae The White Paper, written in attractive and lucid 
English and free from verbal ambiguity, recognizes that 
‘there is a certain danger in making personal health the 
subject of a national service at all. It is the danger 
: of over-organization, of letting the machine designed to 
-wmensure a better service itself stifle the chances of getting 
agone.” It recognizes that the object of organization is to 
wtsure: that the service is available, and that it is a good 
rvice. Organization is a means and not the end. The 
H.M. Stationery Office. (s.) 



























14 National Health Service, Cmd. 6502. 








- with it go the Insurance Committees. 


form of central organization favoured by the Representa- 
tive Body is not accepted, and the reasons for continuing 
the responsibility to Parliament of a Minister, the head 
of a Department of Health, are briefly given. For Scot- 
land the responsibility would be that of the Secretary of 
State. At the side of the Minister there will be set up a 
statutory Central Health Services Council, which will have 
“no executive powers but the duty to advise the Minister 
on the technical and professional aspects of the service. 
It will also have the power to initiate advice on matters 
it holds to be of importance. The Minister will submit 
an annual report to Parliament on the Council’s work. 
It is proposed that this body shall be made up largely of 
medical men, and that’ experts’ advice on the other aspects 
of the health service must also be available, through, for 
example, hospital administrators, nurses, dentists, pharma- 
cists. It is not contemplated that the work could be regu- 
larly done at single meetings of the full Council, but that 
it should establish small groups or subcommittees out of 
its provisional 30 or 40 members, who will be appointed 
by the Minister in consultation with professional and 
other organizations. The Council will elect its own chair- 
man and regulate its own procedure, and will be provided 
with a secretariat. At the periphery there will be corre- 
sponding Local Health Seryices Councils. 

The other central administrative structure is the Central 
Medical Board, small in size, composed mainly of mem- 
bers of the medical profession, some giving the whole of 
their time to the work and others part of it, acting under 
a permanent chairman, and working under the general 
direction of the Minister. The Central Medical Board 
will be an executive body. It will conduct the day-to-day 
central working of the public general practitioner service ; 
will be the body with which the practitioner makes and 
ends his contract ; will be the agency through which young 
doctors will obtain appointments as assistants ; will con- 
trol the distribution of general practitioners in accordance 
with population needs; will act as*a sort of central 
bureau for giving advice and assistance to doctors in 
the public service; will arrange for postgraduate and 
refresher courses ; and will be the central body and clear- 
ing house to which the new Joint Authorities will make 
known the medical needs of their local areas. It is plain 
that this small central body established in the Ministry of 
Health will have very important and powerful functions 
in relation to the conduct of medical practice. 


As it is proposed that the general practitioner service 
is to be administered centrally, while the hospital service 
is to be administered locally, we shall’first of all briefly 
review the proposals for the general practitioner service 
before discussing local administration. The report barely 
glances at the National Health Insurance scheme. It is 
allowed to pass with a few lines of obituary notice, and 
The White Paper 
gives reasons for not meeting the need for a comprehen- 


‘sive service by extending the panel system “to the whole 


population and expanding it to include consultant and 
specialist services.” The first reason given is that at 
present there is no effective way of ensuring a proper 
distribution of doctors. The second is that developments 
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of modern medicine “point the .way to changes which 
need encouragement and experiment in any future ser- 
vice.” As already stated, the doctor in the new general 
practitioner service will be in contractual relation with 
the Central Medical Board, which will be responsible for 
paying him. This board will take over most of the func- 
tions of the Insurance Committees, and will “ discharge 
many of the minor day-to-day functions through a local* 
committee. or similar agency, on which there will be 
included members of the local authority in each area.” 
The complete medical needs of any area will be deter- 
mined by the new Joint Authorities of county councils and 
county borough councils which will administer the area 
hospital service. It would be for the Central Medical 
Board to act on the advice thus presented to it. The local 
Joint Authority will have to “ provide for the linking of 
general practitioners . . . with a hospital, consultant, and 
other services in the area.” 

The Government put forward proposals for two kinds 


of general practice—namely, “ grouped general practice ” . 


and “separate general practice.” The new service is to 
be designed so as to give full scope for trying out the 
method of organizing medical practice by groups of 
doctors either in the special premises of a health centre 
or without such special premises—the latter. presumably 
means on the basis of multiple partnership. It recognizes 
that experiment with different types of centre is necessary, 
and regards the object to be “to provide the doctors with 
first-class premises and equipment and assistance and so 
give them the best facilities for meeting their patients’ 
needs. The doctors will thus be freed from the necessity 
to provide these things at their own cost.” The general 
scheme is to make available individual consuiting rooms 
and space for simple laboratory work, for nursing and 
secretarial staff, recovery and rest rooms, facilities for 
minor surgery, and so forth. These centres are first to be 
introduced in selected areas, and it is observed that a big 
factor will be the wish of local doctors to bring their 
work into the new centres ; “ but in the last resort the deci- 
sion will rest on the requirements of the public interest.” 
If the new Joint Authority decides that a health centre is 
‘necessary it will be the responsibility of the individual 
county or county borough council to provide it. There- 
fore the appointment of a doctor to the health centre will 
be made jointly by the Central Medical Board and the 
local council which administers it. The local council will 
provide the premises, the equipment, and the ancillary 
staff. “It seems fundamental,” the Paper states, “that 
inside a centre thé grouped doctors should not be in finan- 
cial-competition for patients. All the practical advantages 
of the centre . . . will be, under a system of a salaried 
team, at the disposal of the group in whatever way they 
like collectively to arrange. . ...” 


In the “separate”? general practice envisaged it is pro-. 


posed to retain the general framework of the National 
Health Insurance scheme. Practice will be conducted as 
at present, but the doctor “will be backed by the new 
organized service of consultants, specialists, hospitals, and 
clinics.” He will be paid from public funds on a capita- 
tion basis, but it is considered that in some circumstances 
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“it will be possible to remunerate the practitioner on a part 
salaried or similar basis if he so desires.” If a practitioner § POP 
wishes to take over an existing public service practice or whi 
to set up a new one he must first seek the consent of thee [°° 
Central Medical Board, which may withhold this jf it the 
thinks that there are enough doctors in the area, and that Join 
other areas need more doctors. “The Board will thus host 
be able to help the new Joint Authorities which, in their § it 8 
general concern with the health services of their area, wi} | 95 
turn to the Board to encourage or discourage any further} 4 ® 
increases in general practice’ in the area.” The Govern. § ‘ht 
ment makes the welcome proposal that newly qualifieg } SU 
doctors leaving hospital should first of all go through an emp 
apprenticeship as assistants to more experienced practi- ultie 
tioners, either at a health centre or in a separate practice, | ™¥S' 
“The Board must also be able to require the young doctor | °*!¢! 
during the early years of his career to give his full time} "° 
to the public service where the needs of the service require : the 
this °—a requirement which seems to conflict directly with | 0SP 
the general principle of “no compulsion into the new ser. | © 34 
vice, either for patient or for doctor” (our italics). It.js empl 
recognized that the adoption of the White Paper proposak | the I 
will destroy the value of some existing practices, and that high! 
compensation for this must be paid. An “efficient super. | bu 
annuation system” is looked upon as a part of the health A 
centre organization, but as something more difficult t this ’ 
institute for doctors in the separate practices scheme vide, 
The Government intend to base the local administration} !" 2 
of the new service on existing county and county borough § 2Vail 
councils. In most cases suitable hospital areas will be take 
larger than the areas controlled by existing major loca whict 
authorities. It is therefore proposed to combine existing ™&"* 
county and county borough councils in joint boards for sional 
the larger hospital areas yet to be defined. In some cases may, 
an individual council may have under its jurisdiction a well-v 
large enough hospital area, and therefore will remain isa | 
unchanged. The new Joint Authority, as already men- tes 7 
tioned, will have the duty of surveying the complete health ” 
needs of the area under its control. Just as there is to be aoe 
a Central Health Services Council constantly advising the fhods 
Minister, so are there to be Local Health Services Councils fe. 
advising the new area authority. The Local Health Coun- Ben 
cils will advise on all matters referred to them by the Joint " e 
Authorities or other local authorities in the area, and abo wa 
will have the right to initiate advice and to submit their ae 
views both to the local authorities and to the Minister. bad 
Once local needs are determined, the Joint Authorities’ task re 
will be to provide hospital services through the municipil i 4 
institutions owned by them (and previously owned by the Ste in 
constituent councils), and through the voluntary hospitals which 1 
the aim being to make each area as self-sufficient as pos Tien 
sible. Sanatoria, fever hospitals, and mental hospitals. wil Rhine 
be transferred to the new Joint Authority, which, too, ¥ he ens 
take over those clinic services essentially of the nature 4 Ublic 
out-patient units—for example, tuberculosis dispensarit that the 


mental clinics, and cancer diagnostic centres. 
Government wish to make it possible for the volunfa 
hospitals to take their part in the service without losi 
their identity. “If once,” it is stated, “‘ the situation were 
arise in which the whole cost of the voluntary hospital 
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part in the public service (a service designed for the whole 
population) was repaid from public money, or indeed in 
which it was recognized that public funds were to be used 
to guarantee those hospitals’ financial security, the end of 
the voluntary movement would be near at hand.” The 
Joint Authority will contract with the individual voluntary 
hospital for services rendered in the public scheme, but 
it is not proposed that the sum paid should be assessed 
“as a total reimbursement of costs incurred.” There is 
4 need for more consultants distributed more: widely 
throughout the country. The general practitioner will 
secure expert advice for his patient through the consultant 
employed by the hospital. While it is recognized that the 
ultimate responsibility for making hospital appointments 
must rest with those who conduct its affairs, some kind of 
external appointment machinery for the purpose of making 
recommendations is thought advisable in order to avoid 
“the danger of in-breeding.” Another aspect of the new 
hospital service is a hospital inspectorate, composed of 
“a team of highly qualified medical men,” not necessarily 
employed whole-time on this work. It would seem that 
the provision of a free service will bring to an end that 
highly valuable feature of our hospital service—the con- 
tributory scheme. : 

A much fuller. survey of the White Paper appears in 
this week’s Supplement, but the above summary will pro- 
vide, it is hoped, some idea of the Government’s scheme 
for a comprehensive personal health service made freely 
available to every person in the country who wishes to 
take advantage of it. There are many points of detail 
which are clearly controversial, and on which the Govern- 
ment expect to be challenged in discussion with profes- 
sional and other bodies. Certain broad general conclusions 
may, however, be drawn at this stage. Throughout this 
well-written and for the most part unambiguous report is a 
clear recognition of the realities of the present situation. 
Even if it were agreed that a general practitioner service 
based on a health centre was the most desirable way of 
conducting the work of the family doctor, and even if it 
were agreed just what was the most suitable form for these 
centres, it would obviously take a long time before they 
could be set up even in the more densely populated areas 
of the country, and it would obviously be long before 
there were enough doctors available to man them 
throughout the country. Hence it is clear that in the 
meanwhile “separate general practice’ would have to be 
tarried on. For the moment, then, those who are opposed 
fo the idea of a whole-time salaried State Medical Service 
have had their fears allayed. But it is important to recog- 
nize in the White Paper the unmistakable direction in 
which the mind of the Government is moving—and that 
is towards the institution of a whole-time salaried medical 
service, with the proviso that private practice shall not 
be denied to those who want it and that doctors in the 
public service may provide it. It would seem evident 


i that the person who is paying for a free medical service 
through central taxation, local rates, and a social security 
._pcontribution may find that private practice loses much of 


its attraction even if he can afford it. Similarly it would 
appear that private benefactions and contributions to 








voluntary hospitals, and certainly financial support through 
contributory schemes, will begin to dry up. It is difficult 
to see how, in the kind of evolutionary changes which 
are so persuasively outlined, private practice as we know 
it to-day can survive as much more than a shadow of 
itself. There are parts of this report which will need care- 
ful scrutiny before their implications can be fully under- 
stood. For example, it does not seem to be intended that 
health centres should be really experimental in the early 


_Stages. They seem to be wanted, at least by the authors 


of this report, not so much for what they may be as for 
what they make possible—first steps towards State control 
and salaried employment. Again, if only practitioners 
entering health centre practice are to be compensated the 
result will be an immediate fall in the value of all prac- 
tices. The report, having stated that the Central Medical 
Board should have power to prevent doctors entering an 
“over-doctored” area, goes on to suggest that no one 
should practise anywhere without first obtaining permission 
of the Board—a civil service structure which is to have 
power to direct newly qualified practitioners to whole-time 
public service. There is more than a hint here of authori- 
tarianism. If this is to be read as a way of introducing a 
salaried medical service the proposal will be resisted to the 
full. In its early pages the White Paper enunciates prin- 
ciples which, to a great extent, have long been accepted by 
the medical profession. The profession will have few points 


of disagreement with the Government if these principles 


find expression in details of organization. If the discus- 
sions and negotiations are permeated by the spirit of the 
principles enunciated by the Government on page 47 of 
the White Paper, we believe it will be possible to evolve a 
comprehensive medical service on the basis laid down. But 
we detect a thread of argument and development leading 
in a direction which the profession refuses and will refuse 
to follow—that of whole-time salaried service under the 
State. If this interpretatiom is correct, it is useless to deny 
that there is trouble ahead. 








NUTRITIONAL NEUROPATHIES IN SPAIN 
The tragi@ civil war in Spain produced famine conditions 
throughout the country. The greater part of the popula- 
tion of Madrid lived from August, 1937, till February, 
1939, on such meagre rations as 1,060 calories a day and | 
34 g. of protein, of which only 22% was of animal 
origin. It is not surprising that an “epidemic” of nutri- 
tional deficiencies developed. The diet was especially low 
in the vitamins of the B complex, and caused deficiency 
symptoms which could be traced back to their lack. 
Peraita' reports his experiences of these years in Madrid, 


especially of the winter months in 1937-8, when many 


patients suffering from pellagra with psychological dis- 
orders were observed. The most interesting part of his 
observations is the description of neurological symptoms 
without pellagric skin lesions. Peraita was able to classify 
these cases into distinct groups ; according to his view they 
are clearly related to a deficiency of the vitamin-B, com- 
plex. Under the difficult conditions of those days he was 





1 Arch. Psychiat. Nervenkrank., 1942, 114, 611. 
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able to study 300 patients suffering from various symptoms 
of vitamin-B, deficiency, and treat them so far as his limited 
medical resources allowed. One-third of the patients had 
psychological disorders ; another third, apart from neuro- 
logical symptoms, also had pellagric lesions of the skin. 
It is, however, the last third of the patients, comprising 
98 cases, which he deals with in greater detail. These 
patients had neurological symptoms only and no skin 
lesions. Females predominated in a ratio of 4:1, persons 
of 40 to 60 years of age being in the majority. Peraita 
classifies this group as follows: paraesthetic syndrome, 
paraesthetic-causalgic syndrome, retrobulbar neuritis, 
funicular myelopathy, cochlear neuritis, mixed forfns, 
and transitional forms, leading to the classic picture of 
pellagra. Similar symptoms were also observed in con- 
junction with characteristic pellagrous skin lesions. 

The paraesthetic syndrome started often as tingling sen- 
sations in the distal parts of the toes and round the bed 
of the nails, and later spread to other parts of the foot. 
There were patients who suffered from similar sensations 
in their hands. A more serious disturbance was a very 
painful dysaesthesia, the patient suffering from pains similar 
to those described after injury of peripheral nerves (the 
so-called “ paraesthetic-causalgic syndrome’). Special sen- 
sory disturbanges, such as feeling of “cold and wetness ” 
of the feet, burning sensations, and so on, were described. 
In the group classified as “funicular myelopathy” the 
symptoms were those due to damage of the posterior sen- 
sory spinal tracts, such as absence or diminution of the 
vibratory sensation and ataxia of a pseudo-tabes type. 
Little or no disturbance of the function of the efferent 
nerves was noted. The ankle- and knee-jerks were rarely 
diminished, but more often increased. Other symptoms 
were of a general character, including weakness,’ inertia, 
depression, “ neurasthenia,” and disturbances of sleep and 
of the heat regulation. Disturbances of bladder function 
appeared as a “miction impérieuse,” polyuria, nycturia, 
to a complete paralysis. Many of Peraita’s patients had a 
generalized hypohidrosis. Amenorrhoea or oligomenor- 
rhoea was a constant finding. Erythema pernio, erythro- 
cyanosis crurum puellaris, and other trophic disturbances 
were seen, and responded well to dietetic treatMent. All 
these changes could be brought to a common denominator 
—namely, to changes of the sensory and neuro-vasomotor 
system of central or peripheral type. 

Treatment with yeast led to recovery. On the other 
hand, administration of crystalline vitamin B,—possible in 
only a few patients because of limited supply—did not 
cause the same rapid improvement as regular dosing with 
dried yeast. For these and other reasons, among them 
the clinical picture, Peraita suggests that the symptoms 
described are due not to a vitamin-B, deficiency but to a 
deficiency of the vitamin-B, complex. He groups them all 
under the heading of pellagra, which he prefers to call 
Casal’s disease, since the term “ pellagra” is associated 
with the characteristic lesions of the skin, colitis, and other 
typical symptoms which were observed in Madrid in only 
relatively few cases. Peraita admits that the few patients 
whom he treated with pure nicotinic acid did not respond 
so well as to yeast therapy, although the typical pellagric 
lesions were cured. The neuropathies described might be 


due to deficiencies of other members of the vilamin-B, 
complex, but riboflavin proved to be therapeutically 
inefficient. The significance of Peraita’s findings jg 
obvious. 

The cruel involuntary “experiment” of the dimensions 


experienced in Spain provided evidence of types of neuro.. 


logical disorder caused by nutritional deficiency of some 
sort or another. 
nately, to be expected on an even larger scale in Europe 
after the war. The appearance of classical pellagra in 
Madrid, where the population never ate maize, put 
nicotinic-acid deficiency on a firm aetiological footing: 
quick response to treatment with nicotinic acid clinches the 
matter. Peraita’s clinical classification brings some kind 
of order into the tangle of the symptoms met with, and 
will certainly help prospective workers in the nutritional 
field in post-war Europe.. It may, however, be an advan- 
tage to dissociate these nutritional neuropathies from the 
classical picture of pellagra, the clinical symptoms of 
which clear up with nicotinic acid. Further studies wil] 
show beyond doubt which of the factors of the vitamin-B 
complex is responsible for the various symptoms described 
by Peraita.. Meanwhile we must rope them in under some 
such general description as “ nutritional neuropathies due 
to vitamin-B-complex deficiency,” realizing that such syn- 
dromes will complicate the well-known “classical” nutri- 
tional deficiencies, one of which is pellagra. This is 
important, apart from anything elise, because symptoms 
like those described by Peraita have been ascribed to 


vitamin-B, deficiency.*_ A beneficial effect of cocarboxylase: 


(thiamine pyrophosphate) on neuropathies of the motor and 
sensory nerves associated with pellagra has been reported 
by Lewy, Spies, and Aring.* Similar scattered reports of 
the effect of vitamin B, and pantothenic acid on certain 
neurological and psychological disorders in pellagra have 
also appeared, but so far have not been confirmed. I 
will be the task of workers on post-war relief in Europe 
to ascertain more critically and clearly whether deficiencies 
of any of these members of the vitamin-B complex play a 
significant part in the causation of disease in man and are 
responsible for some of the symptoms described by Peraita. 








THE DECLINE OF AIR-BORNE INFECTIONS 
It is a good thing from time to time to sit down and 
consider in the broadest and most general way what ve 
are trying to do by our efforts to combat disease. Anyone 
who has reflected in this way about infectious disease must 
have grasped the fact that two policies are being pursued, 
either of which if completely successful would remove 
all need for the other. They are immunization and the 
elimination of the micro-organism—that is, rendering the 
individual resistant to infection, or ensuring that he shall 
not encounter it. The merits of these two policies are 
among the very large questions discussed by Dwight 
O'Hara in his monograph entitled Air-borne Infection: 
Some Observations on its Decline,* a slim volume pub- 
lished by the Commonwealth Fund in which the reader 
will find much food for thought. The author’s chief raw 
material is the mortality statistics of the State of Massi- 

2N. Jolliffe in The Biological Action of the Vitamins, edited by E. A. Evatt, 
1942, p. 44, Chicago. is 


3 Amer. J. med. Sci., 1940, 199, 840. 
4 Oxford University Press. (8s. 6d.) 
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chusetts since 1900, and his text is printed on the dust- 
cover—: graph showing a steady decline in the annual 
deaths from each of four principal diseases of the respira- 
tory tract. That the main cause of this happy decline is 
improved standards of living—better housing and better 
food in particular—rather than the efforts of the hygienist 
and immunologist, is a conclusion perhaps unpalatable 
to some branches of medical science but nevertheless 
inescapable. The choice between immunization and the 
elimination of infection isa problem to which the author 
gives a qualified answer: it depends very much on the 
infection. 
guard; but both methods should be employed, and there 
is an optimum point for each disease at which they should 
be balanced. The whole idea of any policy of elimination, 
however, seems to be undermined by the author’s ideas 
about, cross-immunity. He regards loss to industry by the 
common cold as time well spent, since but for this the 
population would become susceptible to something worse : 
colds “keep us from becoming immunologically soft.” 
This is a doctrine of profound importance, amounting to 
a confession that complete and perpetual health is an 
impossibility. There are other somewhat sneculative judg- 
ments. Not everyone, for instance, will agree with the 
author’s condemnation of using convalescent serum to 
modify measles in a healthy child, and is it generally 
agreed that a cold-virus collaborates with the pneumo- 
coccus in initiating the attack of lobar pneumonia? The 
statistical information on which this monograph is based 
is singularly complete and embraces many points of 
interest, such as the high frequency of pneumonia among 
hospital interns, particularly on the medical side. The 
author writes interestingly and sometimes vividly. Thus, 
in his words, a community shielded from infection acquires 
“a susceptibility which has some of the qualities of gun- 
powder.” Of neglect of opportunities for health he writes : 
“Nature does not discriminate between those who are 
unable and those who are unwilling.” This thoughtful 
and far-seeing essay on a major problem of public health 
should be widely read, not only for the information and 
deductions which it contains but as an instrument for 
enlarging the vision. 


PROBLEMS OF AGEING AND CARE OF 
THE AGED 
The Nuffield Foundation Trustees (in development of one 
of the objects specified by Lord Nuffield) are undertaking 
a survey of the problems of ageing and the care of old 
people. The Ministry of Health and the Assistance Board 
have warmly welcomed the proposal and will co-operate 
in the conduct of the survey. The object is to collect and 
collate as much information as possible with regard to: 
(1) The problems—individual, social, and medical—asso- 
ciated with ageing and old age. (2) The work being done 
by public authorities and voluntary organizations, and the 
public and private resources that exist, for the care and 
comfort of old people in Great Britain. (3) The provision 
made for old people in those countries which have given 
special consideration to these problems. (4) Medical 
research on the causes and results of ageing. (5) The 
lines on which action might usefully be taken in the future 
by public authorities and private organizations, including 
the Foundation. The chairman of the Survey Committee 
is Mr. B. Seebohm Rowntree, and the medical members 
are Dr. A. D. Briggs, medical superintendent, Stob- 
hill Hospital, Glasgow, and Dr. Aubrey Lewis, director 
of clinical research, Maudsley and Mill. Hill Hospitals. 
Questions of medical research will be considered by a 
special subcommittee, consisting of Dr. A. Greig Anderson, 


In general, immunity is the more reliable safe- — 


physician, Aberdcen Royal Infirmary ; Dr. A. D. Briggs ; 
Dr. Aubrey Lewis: Dr. A. S. Parkes, F.R.S., National 
Institute for Medical Research, Hampstead ; and Dr. J. H. 
Sheldon, hon. physician, Wolverhampton Royal Hospital. 
The secretary to the Survey Committee is Mrs. N. M. 
Windett, B.Sc. (temporary address :. 73, Great Peter Street, 
S.W.1). In questions of ageing and. the care of the aged 
there is lack of collated information of a comprehensive 
and authoritative nature. This militates against due appre- 
ciation of the problems and hinders the search for adequate 
solutions. The survey now being undertaken should con- 
tribute to a better understanding of a social problem which 
will inevitably become more prominent in public thought 
and policy. It will also give the Nuffield Foundation a 
basis upon which to decide its future action with regard 
to the care of old people. 


CENTENARY OF THE MEDICAL DIRECTORY 
In the year 1825 John Churchill, grandfather of the present 
managing director of J. and A. Churchill Ltd., Mr. A. W. 
Churchill, M.A., started his business career. Among his 
early publishing activities were the famous series of manuals 
on medical and surgical subjects. The first of these was 
entitled The Anatomist’s Vade Mecum, by Sir Erasmus 
Wilson, and was followed by Sir William Fergusson’s 
Manual on Surgery and by many others. These proved 
to be the forerunners Of the many well-known medical and 
scientific books of the house of Churchill which have been 
used by generations of students and practitioners. In 1845 
John Churchill published the first edition of the Medical 
Directory. It was a small volume of 700 pages in foolscap 
octavo size. The 1944 edition is a large royal octavo 
volume of over 2,500 pages, and contains 70,000 entries 
(price 63s.). The rapid growth in numbers of the medical 
profession and the geographical distribution of its members 
are clearly indicated in tables on the reverse of the title- 
page. From its first issue the purpose of the Medical 
Directory has been to set out in concise form the professional 
status of the doctors whose names appear therein. Details 
are given of the names, addresses, qualifications, appoint- 
ments, and publications of medical men and women 
practising in the British Isles, over-seas, and in the Forces. 
Particulars are also furnished regarding universities, col- 
leges, hospitals, and other institutions, together with miscel- 
laneous data of interest and value to the profession. The 
centennial volume published this week contains 68,235 
names divided as follows: London, 9,366; Provinces, 
29,975; Wales, 2,288; Scotland, 7,675; Ireland, 4,693 ; 
Abroad, 11,229 ; Services, 3,027. It also includes near the 
end of the text the names of 2,682 practitioners who have 
been temporarily registered in Great Britain in pursuance of 
an Order made under Defence Regulation 32B. The Late 
List of new names and changes of address, etc., has 
been moved this year to a more convenient position— 
immediately in front of the London section. The publishers 
are to be congratulated on the hundredth issue of a profes- 
sional book of reference which in its comprehensiveness 
has no rival in any other country ; moreover, its accuracy 
has become proverbial. They can justly claim that the 
modest first edition of the Medical Directory was in fact 
one of the earliest steps towards the co-ordination of all 
qualified practitioners in the, British Isles. 


Guy’s Hospital has lost two distinguished members of 
its consulting staff: Dr. John Fawcett, for many years 
physician to the hospital, and Prof. John William Henry 
Eyre, M.D., formerly bacteriologist. Dr.: Fawcett died in 
a London nursing home on Feb. 18, and Prof. Eyre at 
Ivy Hatch, near Sevenoaks, on Feb. 17. 
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MEDICINE IN THE OLD MERCHANT NAVY 


At the February meeting of the Section of History of Medicine 
of the Royal Society of Medicine, with Sir WALTER LANGDON- 
BROWN presiding, Prof. J. A. Nixon gave a discourse on health 
and sickness in the Merchant Navy up to the end of the 
Napoleonic wars. 


He dated the beginning of the Merchant Navy to John Cabot’s 
discovery of Newfoundland. Before the discovery of the New 
World and the undertaking of long voyages by English seamen, the 
problems of disease and sickness at sea were very much the same 
as those on land. With long voyages came the need for ship 
surgeons. In Sebastian Cabot’s ordinances for his intended voyage 
to Cathay in the middle of the sixteenth century there was no men- 
tion of surgeons being carried, but in a voyage to the East Indies 
in 1552 there was a captain’s instruction to furnish 200 able persons 
for the three ships, the persons to include chirurgeons. In the last 
voyage of Drake and Hawkins to the West Indies in the fifteen- 
nineties, while wintering at.Grand Canary, they were attacked by 
the natives and the surgeon of the ship was taken prisoner. ‘The 
charter granted to the Barber Surgeons of London by Charles I in 
1629 instructed them to examine sea surgeons and to compel any 
ship sailing from the Port of London to carry a surgeon. If that 
instruction was literally obeyed, said Prof. Nixon, we had evidently 
dropped back since those days. 

The next legislation for carrying a surgeon on board ship seemed 
to have been in the 26th year of George HI, when the Arctic whalers 
were compelled so to do by the Act regulating the Greenland 
fisheries. In 1769 it was enacted that no ship should sail unless 
there was at least one surgeon on board who could produce a 
certificate of having passed his examination at Surgeon’s Hall or at 
some public or county hospital or the Royal College at Edinburgh. 
In the 43rd year of George III vessels carrying 50 persons were 
required to include a surgeon. There was also an instruction that 
the journals of such surgeons should be sent to Dr. Hunter (Prof. 
Nixon thought this was William Hunter) of Charles Street, St. 
James’s. Examination of the journals showed that cholera was 
classified among nervous diseases. 

Of James Cook and his efforts to overcome scurvy Prof. Nixon 
had a poor opinion. He based his criticism on a letter written by 
Cook to Sir John Pringle which was read by him at the Royal 
Society in 1775. In this letter Cook said that he had no great 
opinion of the juice of lemons and oranges alone, though it might 
assist among other things. William Scoresby, jun., in his Account 
of the Arctic Regions and the Northern Whale Fishery (1820), men- 
tioned as the diseases of seamen, scurvy, frostbite, asthmas, and 
catarrhs, but added that the last-named were rarely followed by any 
dangerous consequences. 

One curious feature of the vessels which undertook the African 
slave trade was that the surgeons they carried had to look after the 
slaves, -not after the officers and crew. Indeed, the doctor got a 
‘bonus of one shilling for every healthy slave he landed, and one 
Bristol doctor, in addition to his shillings, got a present of three 
slaves. In the ships taking the convicts to Australia also great care 
was taken over ventilation and exercise. By the latter part of the 
eighteenth century there was constant travelling to the West Indies, 
a station which had a terrible reputation for sickness, but there was 
good health on the vessels. Prof. Nixon concluded by quoting from 
a schoolgirl’s letter written from Jamaica in March, 1792, concern- 
ing a stormy voyage on which many were ill—‘‘ as for the mean 
sneaking doctor, he was such a coward that he kept in bed.” 


Early Literature on Scurvy 


At the same meeting Dr. GEOFFREY BOURNE gave some. extracts 
from old literature on tissue changes in scurvy. Scurvy, he said, 
was known to the ancient Egyptians, as was proved by the hiero- 
glyphs dating from about 3000 B.c. The disease beset the crusading 
armies of Louis IX before Cairo, and was thought to be due to the 
fact that the Crusaders had eaten fish which had fed on the bodies 
of men killed in battle. He quoted many authors, including an 
Austrian surgeon in 1720 who described the disease in the Imperial 
troops of Hungary, and made the interesting observation that the 
officers were less prone to the disease than the men, presumably 
because they had better diet. The same thing was noticed during 
the American Civil War, when scurvy decimated both sides. An 
army surgeon in that war declared that the characteristic premonitory 
symptom of scurvy was rheumatism. 

The earliest record of the effects of scurvy on wounds was made 
by one Walter, a chaplain to an expedition round the world 


cena seal 


(1740-4), who said that the whole body, more especially the legs, 
was subject to ulcers of the wofst kind, and that the scars of wounds 
which had for many years been healed were forced open again by 
this violent distemper. Thus a man who, fifty years earlier, had 
been wounded at the Battle of the Boyne, and had since been well, 
on being attacked by scurvy found his wounds break out afresh. 
A number of cases of spontaneous re-fracture of bones were quoted 
in the eighteenth century. 

In some discussion following the two papers Sir Davin Munro 
referred to the unfortunate Indians who were released after the siege 
of Kut-al-amara in the last war, and who, he said, presented such 
starvation, with massive intramuscular haemorrhage, as he had never 
seen before. Dr. GwyNNE MAITLAND commented on the difference 
in the requirements in the various Merchant Shipping Acts right 
down to the present day as to the number of people on board which 
made it necessary for a surgeon to be carried. Dr. M. T. Morgan 
(M.O.H., Port of London) said that quarantine was first established 
by the overseers of Venice about 1550. These people were working 
in the dark in the endeavour to stop epidemic diseases from getting 
ashore from ships, and their measures were extremely drastic. He - 
also mentioned that it was not until 1872 that the Port of London 
appointed a medical officer specifically to control infectious diseases 
entering the port; this first officer was assisted by only one sanitary 
inspector, and that at a time when cholera was epidemic on the 
Continent. Prof. Nixon said that there was a reference to anti- 
scorbutics in Thomas Forrest’s Voyage from Calcutta to Mergui 
Archipelago (1792), when, in addition to lemons and oranges, he 


~ also mentioned the good effect of sprouting peas and beans, which 


he had learned from the Malays. 


VENEREAL DISEASES IN PEPYS’S DIARY 


In a recent paper on this subject! Dr. J. D. Rolleston remarks that 
though the medical aspects of Pepys’s Diary have been discussed by 
many writers during the last fifty years, particularly by the late 
Sir D’Arcy Power, who dealt specially with Pepys’s ocular and 
urinary troubles, no article has hitherto been devoted to the subject 
of venereal diseases in the Diary. The only words used in it to 
denote venereal disease are ‘“‘clap” and “pox.” The term 
“ syphilis,” though first introduced by Fracastor in the sixteenth 
century, for a long time did not receive general recognition, and 
during the seventeenth and eighteenth centuries only about a dozen 
writers used it. Moreover, the terms “clap” and “ pox” were 
often used indiscriminately, the word ‘ pox” being sometimes 
applied to ‘‘ gonorrhoea,” while the term “ clap ” meant “ syphilis.” 
It must also be borne in mind that “ pox’? was sometimes regarded 
not as an independent disease but as the last stage of “clap.” Ih 
these circumstances, in the absence of characteristic symptoms or 
sequelae such as ardor urinae in the case of gonorrhoea, or necrosis 
of the nasal bones in syphilis, it is almost impossible to tell what 
is meant by the colloquial terms “clap” and “ pox.” Although 
chancroid is probably as old as gonorrhoea, the absence in the Diary 
of a description of the local lesion makes it impossible to determine 
the nature of the sore, and the same applies to the other forms of 
venereal disease, so that venereal disease in Pepys’s Diary must kt 
regarded as indicating syphilis or gonorrhoea only. The high inc- 
dence of venereal disease in London, and particularly the Court a 
the time of the Restoration, is shown in many passages in the Dian, 
the most notable case being that of Prince Rupert, who suffered from 
syphilitic osteitis of the skull, for which he was trephined by Jams 
Moulins, surgeon to St. Thomas’s Hospital and afterwards 
Charles II and James II, and made a complete recovery. In view 
of the promiscuous behaviour of Charles II, the possibility of his 
having contracted some venereal disease naturally arises, but there 
is nothing in the Diary to support this view. 

With regard to the prevalence of venereal diseases in the lower 
classes of society during the Restoration, it is possible that the pra- 
tice of the City apprentices mentioned by Pepys of pulling dow 
the brothels was a retaliation for infection acquired there. A 
remarkable epidemic of what was probably gonorrhoea was méi- 
tioned by Pepys in the Rawlinsonian collection of his miscellaneols 
writings. It originated in a girl, aged 14, who infected 400 soldies, 
and calls to mind a similar occurrence related by Casanova. Eve 
if, as is probable, the outbreak is somewhat exaggerated, it at leat 
exemplifies the high infectivity of juvenile prostitutes. 

Dr. Rolleston remarks that the delay in the appearance of 
final and complete edition of the Diary which Pepys scholars mit 
regard as one of “the minor horrors of war” will probably end 
soon after the termination of hostilities. It is therefore welcome 
news that when a new edition of the Diary is published 50 copi 
will first be privately printed with no omissions and will be p 
sented to the leading libraries, and‘ that the remaining copies W 
be published with only a few omissions. 




































1 Brit. J. vener. Dis.,:1943, 19, 169. 
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= 
VENOUS THROMBOSIS IN THE C.N:S. 


ing of the Section of Neurology of the Royal Society 
oe taedicine took place on Feb. 3, with | Brig. HuGH CAIRNS 
in the chair, when the discussion was ‘on “ Venous Thrombosis 
in the Central Nervous System. sa on 
MarTIN, in opening, said that Macewen, in his 
: Best work on pyogenic diseases written fifty years ago, declared 
enous thrombosis was more common within the cranium than 
gal other part of the body. That was hardly the case to-day. 
1 a century ago the condition was recognized as being due to 
groups of causes, the first being the so-called ‘“ marantic 
a associated with wasting diseases, and the second the infective 
— The former group possibly declined first, and although the 
acy of infective cases probably declined also, thrombosis in 
veins and venous sinuses of the brain continued to be so 
enerally due to infection that to many the title of the present dis- 
: ion would suggest only the septic thrombosis of the lateral and 
eons sinuses. Dr. Martin limited himself principally to the 
non-infective cases, and he proceeded to discuss the relationship: of 
the cerebral veins with the brain and the physical effects of cerebral 
yenous thrombosis. These effects were very variable in degree. 
Haemorrhage was extensive in some instances and completely absent 
in others, and tissue degeneration was sometimes present, even pro- 
ceeding to complete softening, and in other cases was not found at 
all. The degree of these changes depended on the size of the vein 


affected and also largely on the abruptness with which the throm-° 


bosis extended and with which the circulation was impaired. 


Clinical Features 


The clinical accompaniments of these pathological changes 
depended first on their site; if the motor area of the brain was 
affected abrupt thrombosis _often gave rise to severe convulsive 
phenomena, leaving the patient hemiplegic ; or, again, the patient 
might become hemiplegic without any convulsion or unconscious- 
ness, and with little or no manifestation of shock. Why convulsions 
occurred in some cases and not in others had not yet been deter- 
mined. Convulsions seemed to him to be less frequent when there 
were signs of obstruction of the longitudinal sinus. If the throm- 
bosis was at a distance from the motor area the symptoms often 
appeared without convulsive phenomena ; for example, with lesions 
in the pre-frontal area convulsions were not common, though some 
degree of weakness might develop, and when the lesions were 
posterior to the central gyri convulsions in his experience did not 
occur. : ; 

As for other clinical features, speech was rarely involved, though 
he had seen one instance of complete right hemiplegia with total 
aphasia. On two occasions he had seen word-blindness and on two 
others visual disorientation as part of the symptomatology. The 
immediate prognosis in a given case was difficult to assess. In the 
convulsive stage the symptoms were always very alarming, .but in 
his experience fatalities were few. Once the convulsive stage was 
over, recovery from the hemiplegia might be rapid and more or less 
complete within a fortnight. In many cases, however, recovery was 
imperfect, and in fact the most complete and most spastic hemiplegia 
might be left as a permanent disability. In general, prognosis for 
recovery of function was much better than in cases of arterial 
thrombosis, and in a large proportion of cases was good. 


Cases associated with Childbirth 


Dr. Purdon Martin added that he had been particularly interested 
in the group of cases in which thrombosis in cranial sinuses or 
cerebral veins occurred in association with childbirth. In most 
instances, but not all, the manifestations developed during the. 
puerperium and generally between 4 and 21 days after confinement. 
He had encountered two cases and a probable third in which the 
symptoms developed during pregnancy, and in each case the patient 
had a stillborn child, which raised in his mind the possibility that 
thrombosis might have occurred first in the placenta. Why should 
thrombosis associated with childbirth occur within the cranium? 
Here he drew attention to the connecting channels between the 
pelvic veins at one extremity and the cranial sinuses at the other. 
In the vertebral canal, and winding in and out Between the laminae, 
was a plexus of veins of considerable size. By injecting these veins 


With radio-opaque material it had been shown that the passage was 


free right up from the veins on the floor of the pelvis :> the base 
of the cranium, and was continued into the cranium by a number 
of smaller veins. If anything did pass up it seemed most likely that 
it was a small piece of clot, because it was known that such pieces 
of clot found their way into the iliac veins and so caused pulmonary 
emboli; pieces of meconium and other elements derived from the 
amniotic fluid were also said to find their way into the circulation. 





Two special factors might be responsible for the occasional direc- 
tion of material into the vertebral veins—namely, pressure on the 
inferior vena cava or on the iliac veins, most likely to occur before 
delivery, and the great enlargement of the pelvic and neighbouring 
vessels during pregnancy. If any element did pass up, it left, as a 
rule, no trace of its passage; but one of his patients suffered from 
a spinal lesion as well as a cerebral one, and in another instance a 
patient developed complete paraplegia two days after septic abortion, 
and post mortem there was an abscess involving the theca at the 
ninth dorsal vertebra, and no abscess anywhere else in the body. 

Air Vice-Marshal C. P. SyMonps mentioned the frequent occur- 
rence of sudden substernal pain and dyspnoea as a premonitory 
sign of the thrombosis. He recalled only one case of cerebral 
thrombophlebitis following dental extraction. There were still 
several problems left unsolved in connexion with the mechanism of 
this very curious and not infrequent clinical picture of increased 
intracranial pressure with increased cerebrospinal fluid pressure and 
papilloedema. What was wanted was some more direct evidence 
obtainable by x rays, using the injection of a contrast medium into 
the superior longitudinal sinus. 

Miss Diana BEsT recounted some experimental work which went 
to show that in the cat and dog the greater part of the superior 
longitudinal sinus could be obliterated without any inconvenience 
to the animal. Evidently the collateral circulation was so good that 
it at once compensated for such disturbance. Dr. DorotHy RUSSELL 
described the case of a boy with symptoms of otitic hydrocephalus 
who was treated. in hospital for that condition for some time and 
improved but died of a concurrent disease (tuberculosis). She was 
almost sure that the degree of hydrocephalus demonstrated post 
mortem was less than would have been shown some weeks before 
death. She suggested that the ventricles changed their size in 
different phases of the condition. 

Dr. RUSSELL BraIN said that he had collected at Moorfields a 
small group of cases in which ophthalmoplegia occurred within a 
few days of dental extraction. In all the cases, he believed, the 
extraction wa’ in the upper jaw, and the ophthalmoplegia occurred 
on the same side. He also mentioned a group of cases not so far 
described in which a cortical thrombophlebitis complicated thrombo- 
phlebitis migrans originating in the lower extremities. Mr. D. W. C. 
NorTHFIELD asked how the diagnosis was made between cortical 
thrombophlebitis and possible complicating infective abscess. 

Dr. PurDON Martin replied that if there were no convulsive 
phenomena at the beginning it might be very difficult to make the 
differential diagnosis. In the case of abscess the symptoms were 
likely to extend gradually; in venous thrombosis there was usually 

spasmodic extension. Air Vice-Marshal Symonps said that the right 
way to look at the question was to regard thrombophlebitis as one 
of the means by which abscess developed, and when a diagnosis of 
cerebral thrombophlebitis was made, the possibility of abscess should 
be suspected. 





ACUTE CATARRHAL OTITIS MEDIA 


In the Section of Otology of the Royal Society of Medicine on 
Feb. 4 Major Gorpon D. Hoopte, U.S.A.M.C., presented some 
clinical observations on acute catarrhal otitis media. 

Major Hoople ‘said that his remarks were limited to otitis 
media complicated by non-purulent fluid in the middle ear. 
No term was adequately descriptive of this condition, to which 
he gave the title “ acute secretory otitis media.” In 748 patients 
in the United States seen in his clinic, 619 had infection of 
the nose or throat just before the onset of the ear symptoms ; 
over 100 showed no evidence whatever of infection either before 
or during the course of the otitis, There was a marked devia- 
tion of the nasal septum on the affected side in 107 cases. 
He had also seen in a short Army experience 32 cases— 
12 right-sided, 12 left-sided, and 8 bilateral—almost all of 
which had followed operations or infections. 

Any condition which created swelling in the region of the 
Eustachian tube could be a causal factor. The fact that the 
process involved the entire middle ear and not the tympanic 
cavity alone had not been sufficiently stressed. The history, 
if typical, would lead one towards the diagnosis. The condition 
usually followed deafness in one ear or both consequent upon 
a cold. Examination in the inflammatory stage would show 
dilatation of blood vessels of the atrium. Bubbles of air in the 
fluid gave a characteristic appearance. The condition was more 
difficult to diagnose when the tympanic cavity was completely 
filled with serum, and the only identifying feature was the 
over-all amber colour of the drum. Still more difficult to 
diagnose was the ear filled with fluid, when the drum was so 
thickened as to show no change in colour, and the loss of 
hearing was ascribed to the thickened drum. 
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The 748 patients mentioned had been seen over a period of 
some years, during which the routine of management had 
altered, but in latter years treatment had been fairly consistent. 
Patients were classified in two groups: those in whom the 
condition was of infective, and those in whom it was of non- 
infective, origin. To eliminate the infection was the first goal 
of treatment in patients with acute inflammation, but it might 
well be that many cases in the first group were classified as 
due t infection when in fact the infection was not causal 
but collateral. Nothing was done to these ears until the infec- 
tion had cleared up. Following this, catheterization with gentle 
inflation was carried out. If the collection of serum persisted 
after one or two catheterizations, paracentesis of the membrana 
tympani was done and the ear was inflated to allow of the 
escape of some of the fluid. Paracentesis was repeated at 
intervals of a few days. It was done without anaesthesia, and 
whilst this caused some discomfort, it was minimal when cone 
in an uninflamed drum. 

The nose and nasopharynx of patients in the non-infective 
group were first swabbed for evidence of infection, and if this 
was negative other possible causes were looked for—such as 
allergy and endocrine disorders. In the so-called subacute 
or protracted cases such additional therapy as seemed indicated 
was instituted. ‘ 

In the course of a short discussion Col. NORTON CANFIELD, 
U.S.A.M.C., suggested that low-grade bacterial infection 
probably played some part in this condition. Mr. LESLIE 


POWELL was surprised to hear that allergy was supposed to 


be an aetiological factor, because his experience was that in 
spite of the very obstructed nose in hay-fever and other con- 
ditions there was no effect on the ear. He believed the 
catheter was used much too often and for too long periods. 


Radiotherapy of Malignant Disease of Middle Ear 


At the same meeting Prof. B..W. WINDEYER gave a paper 
on radiotherapy of malignant disease of the middle ear, 
reporting eight cases of this relatively rare condition which 
had been treated at the Middlesex Hospital since 1935. Of these 
eight cases seven were intrinsic growths; it was doubtful 
whether the eighth was intrinsic or a recurrence of growth 
elsewhere. Five of the growths were squamous-celled carcinoma ; 
the others were transitional-celled carcinoma, angio-epithelioma 
of moderate malignancy, and one was undifferentiated. The 
treatment given was similar to the treatment of malignant 
growth of. the accessory nasal sinuses—namely, a course of 
radiotherapy carried to a high dose by means of teleradium 
or x rays, followed, after the reaction had subsided, by radical 
mastoidectomy to remove any remaining tumour as widely as 
possible, to provide exposure for subsequent treatment either 
by radium implantation or localized x-ray treatment, and to 
furnish a cavity for subsequent inspection. Necrosis of bone 
or cartilage was obviously the complication most to be feared, 
and there had -been fiecrosis of cartilage in two of his cases 
in which the dosage received was heavy. In later cases, 
however, care was taken to prevent overlapping and to direct 
the beam more accurately, and among these there had been 
no necrosis, although an equally heavy dose had been given. 
Some of the cases were very recent, and any conclusion must 
be drawn with great care, but so far there had been no evidence 
of new growth among the cases kept under observation. 

Mr. C. P. WLSON, who was concerned with the surgical treat- 
ment of these cases, said that the results obtained were 
sufficiently encouraging to make one feel that the lines on 
which treatment had been pursued were reasonable and offered 
some chance of giving permanently good results. 








©. Mickelsen and A. Keys (J. biol. Chem., 1943, 149, 479) have 
analysed sweat collected from different parts of the body of normal 
young men at rest and doing moderate work. It was found that 
the composition of sweat varied according to the part of the body 
from which it was collected. Sweat from the hand, for example, 
is more concentrated in chloride than the total body sweat formed 
at the same time. Lactate, urea, and ammonia were more con- 
centrated in the sweat than in the blood. Ascorbic acid, thiamine, 
riboflavin, and nicotinic acid are lost in sweat, but the authors 
conclude that, even with profuse sweat, losses of the first three are 
insignificant from the nutritional standpoint. But they observe that 
“the sweat loss of nicotinic acid under these conditions could be 


significant. . . .” 


————5 
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Infant Mortality in Scotland 


Sir,—Under ordinary circumstances the letter by 
S. F. Markham, M.P., on the Scottish infant mortality report 
(Feb. 5, p. 193) would not call for any reply. But as the 
report is to be discussed in the House of Commons and the 
letter has been reproduced in parts in the lay press, the general 
public and even Members of Parliament, who are not always 
well informed on medical matters, seeing newspaper quotations 
from the leading medical journal, may think that these represent 
the views of a section of the profession. 


Mr. Markham’s first criticism is that the committee did not con. 
sider fully the effects of evacuation and other temporary factors 
arising in the present emergency. The committee was not appointed 
for this purpose. It was appointed because for many years before 
the war the infant mortality rate in Scotland was between 30 and 
40% higher than in England. It has remained at that higher jeve} 
during the war. The Secretary of State for Scotland, who is con- 
sidering measures for a better post-war Scotland, therefore appointed 
a purely Scottish committee to consider the more permanent factors 
causing the relatively high infant mortality rate in Scotland. Medica} 
men will, of course, agree that it would be premature for a com. 
mittee appointed in 1941 to attempt to evaluate the relative 
importance of the many temporary factors arising during the war. 

‘The next criticism is that the mortality rate quoted for South 
Africa applies only to the white population and not to South Africa 
generally. The reason, of course, is that there are no exact data on 
the infant mortality rate of natives in Africa still living under native 
conditions, and even if such data were available they would not 
throw any light upon the high infant mortality rate in Scotland. 

Then the committee is blamed for not obtaining statistics on the 
percentage of the insured population unemployed in English cities, 
Mr. Markham’s impression is that such information is available in, 
the Ministry of Labour statistics. The committee tried to get this 
information, but was informed by the Ministry that it was not avail- 
able. He’ states that the bibliography shows gaps and that the 
research of three workers he names is not referred to. The report 
is pretty fully documented, but, as every medical man knows, there 
are thousands of papers on the subject, and a complete bibliography 
quoting every one of them would not have added to the value of 
a report to a Minister of State who is not interested so. much in 
fundamental research as in the practical measures that should be 
taken to apply well-established knowledge. 

The main burden of Mr. Markham’s criticism, however, is that 
sufficient attention was not paid to the effect of climate on health, 
He himself has written a book on Climate and National Energy, 
He gives some figures showing that at the moment of birth an infant 
passes from 99° F. to 50° F. or even 40° F., and states that extensive 
research carried out at a hospital in the United States showed thai 
at temperatures of 77° F. the mortality of premature infants was 
reduced from 29 to 0.7%. If it is- a fact that the mortality of 
all premature infants could be reduced from 29 to 0.7% by simply 
keeping them warm and regulating the humidity, then the medical 
profession should be regarded .as hopelessly incompetent. As 4 
matter of fact the figures quoted only apply to a small selected 
group of infants, and, as every medical man knows, only a small 
proportion of premature infants can be saved by the methods 
referred to. These methods are being carried out as efficiently in 
Scotland as in America. 

Mr. Markham states that the average Scottish household of 3 to$ 
persons spends 13% less on coal, gas, or electricity than in England. 
The obvious explanation is that, in proportion to the population, 
there were before the war six times as many people in Scotlani 
living in unhygienic: and overcrowded houses as in England. Th 
number of rooms occupied by the average Scottish household of 
3 to 5 persons is, therefore, fewer than in England. The overcrowé 
ing is an obvious cause of high infant mortality, but the fact thit 
people in small houses use less coal and light than people in large 
houses has no bearing on the question. 

Mr. Markham pursues this subject of climate at some length. Th 
committee considered the effect of climate and pointed out thi 
mortality is much Higher in winter than in summer, but came to the 
conclusion that the effect of climate is more than offset by othe 
influences. Mr. Markham considers this ‘‘ an incredible statement” 
in view of the fact that Scotland is, on the average, 5° colder that 
Southern England. If climate were the main factor one woull 
expect the Shetland Islands, the most northerly part of Scotland 
to have a higher infant mortality rate than towns on the Firth ol 
Clyde. In the pre-war quinquennium the rate in Shetland was 3% 
and in Clydebank 83. Iceland should have a high rate and Portugal 
a low rate. The rate in Iceland was 48 and in Portugal 147. In thé 
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‘in England and 16% lower than in Holland. In the period 1934-8 


j nd was 35% higher than in England and almost 
Se cher — in Holland. There is no evidence of any drastic 
change in climate which would cause these changes in the relative 
: = 3 
Pike ee gees by Mr. Markham is one in which he refers 
to “ Wooltonized diets.” In this connexion he says that, although 
diets have been “ Wooltonized ” and there is little unemploy- 
c. or poverty in Scotland, the infant mortality rates are still 
excessively high, while the English figures are now the “ lowest on 
record, in spite of housing difficulties’ of an unprecedented degree. 
This argument is not very clear unless, indeed, it is that bad housing 
and poverty are not important factors in a high infant mortality 
rate, and that improvement of the diet by the Government food 


policy. which makes special provision for mothers and infants, has 
‘ > 


effect in England but none in Scotland. As a matter 

i tho chenges in cn mortality in Scotland during the war 
run roughly parallel with those in England. In both cases the rates 
rose in the beginning of the war, and in the last two years have 
fallen by about the same proportion. The provisional rate in 
Scotland for 1943 is 65 per 1,000 compared with 77 in the pre-war 
quinquennium. : 
Such are the reasons given for the statement that the com- 
mittee “skimped its job” and, “regarding environmental 
conditions generally,” made “ not a helpful suggestion in the 
report.” The main recommendations in the report made to 
the Secretary of State for Scotland are briefly as follows : 
(1) Every effort should be made to improve housing without 
(2) The means taken by 
the Government to improve the diet of mothers and infants 
should be extended as more food becomes available. (3) Child 
welfare services should be extended and improved. (4) Ante- 
natal clinics should be an essential part of the obstetric service 
and staffed by obstetricians. (5) The number of beds available 
in maternity hospitals should be increased ; the nurseries should 
be -improved with special cubicles for premature infants. 


(6) Medical and general education should be improved. 


The committee was unanimous in making these recommenda- 
tions, and there is little doubt that medical men, however their 
views may differ with regard to the relative importance of the 
factors causing the high infant death rate in Scotland, would 
agree that these measures would reduce the rate and that they 
are the kind of measures which any committee of experts would 
have submitted for the consideration of the Secretary of State. 
Unfortunately there are too few members of the medical pro- 
fession in the House of Commons.’ The debate is liable to 
be confused by speeches by politicians who are not well 
informed on the subject. It is to be hoped that all the medical 
members will give full support to the measures proposed, and 
thus assist their colleagues in Scotland to eliminate the main 
causes of the high infant mortality rate. The medical profes- 
sion can do little more than it has done under the specially 
adverse conditions in Scotland. The remedy lies in Government 
action on a national scale—I am, etc., 


DUGALD BAIRD, 
Chairman of Drafting Subcommittee. 


The University, Aberdeen. 
Sir,—There is one factor in common to all those countries 
which have reduced their infant mortality to an enviable low 
level—namely, the-first and most marked reduction has always 
been due to a fall in the death rate from preventable gastro- 
intestinal and respiratory infections. In Scotland infant 


mortality from these causes is still excessively high, and has 
shown no reduction for a quarter of a century. It would seem, 


therefore, that the first attempt to reduce Scottish infant 


‘mortality should be a direct attack on these two groups of 


infections, both of which are closely correlated with poverty. 
The infant death rate from respiratory diseases in Scotland 


is higher than in some other countries with an equally bad 


climate. Low fuel consumption may be a factor, as Major 


' Markham, M.P., in his letter suggested, but only an indirect 


one, in that it limits the household to one fire no matter how 
large the family. Instead of suffering from exposure to a low 


_ temperature, the infant is’ subjected to an intense barrage of 


droplet infection in an overheated, overcrowded room zt 
a time of year when respiratory diseases are most prevalent. 

Major Markham states that from 1940 to 1943 there was sin- 
gularly little unemployment or poverty in Scotland, but the 
infant death rates remained high. This is not surprising, as the 
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ennium 1896-1900 the rate in Scotland was 20% Jower than temporary abolition of poverty was largely theoretical. Mere 


increase of money, with its reduced purchasing power, both 
in quality and quantity, has not enabled the poor to improve 
or relinquish their environment in these years of war. The 
whole problem of reducing infant deaths from respiratory 
infections is that of the factual abolition of the environment 
of poverty and of the habits engendered therein. It not only 
involves rehousing but also a simultaneous raising of the 
standard of living. A family, rehoused from a slum, will 
continue to live in a slum environment as long as economic 
necessity forces it to economize in fuel or to sublet rooms. 

The high infant death rate from gastro-intestinal diseases in 
Scotland is associated with the combination of poverty and 
incorrect artificial feeding. A whole generation of health 
visitors has failed to reduce these deaths. In several years’ 
experience of maternity and child welfare I have noticed that, 
below a certain economic level, a mother does not benefit from 
good advice. She has not the necessary apparatus for the 
correct preparation of artificial feeds, but she does not lack 
the actual ingredients for correct feeding, as these are provided 
by the Government, free if need be, for every infant in the 
country. I wish to make a suggestion which has not, so far as 
I know, been tried in this country. I suggest that the Govern- 
ment should set up depots for infant feeding in all areas where 
there is a high infant death rate from gastro-intestinal diseases, 
and that these depots should provide daily to all artificially fed 
infants in these areas a 24-hour supply of feeds, correctly 
prepared for the child’s age ‘and individual requirements, 
sterilized, and bottled into separate feeds, ready for use 
(except for rewarming). I know of no other rapid way to 
ensure the infant a reasonable chance of a correct, almost 
germ-proof and almost fool-proof, food supply. There is little 
chance of abuse, for these feeds could not be a saleable com- 
modity, as were tins of dried and liquid milk obtained free 
at clinics. I saw this plan in operation when visiting infant 
welfare clinics in Moscow in 1934. Each mother brought her 
crate of “empties” to be exchanged for. a full one. The 
scheme could be worked either through an extension of existing 
infant welfare clinics or by a paediatric team attached to 
a hospital. It should be accompanied by an intensive and 
unrelaxing campaign for breast-feeding. Incidentally, by 
rendering it difficult for a mother to discontinue breast-feeding 
prematurely on her own initiative, it would lessen the number 
of bottle-fed babies. 

The plan would require organization and expenditure. This 
was also true of diphtheria immunization and of A.R.P. It 
could be a temporary measure during this stage of social 
transition, pending rehousing and other means of raising the 
standard of living. It might effect an immediate improvement 
in the infant death rates from gastro-intestinal diseases, which 
at present account for roughly one-tenth of Scottish infant 
mortality—I am, etc., 


Cothal, Aberdeen. MARGARET S. M. McGREGoR. 


“Immersion Foot” and Cold Therapy 


Sir,—lIn their article on the aetiology of “immersion foot ” 
(Feb. 12, p. 218) it appeared to me that Goldstone and 
Corbett implied that frost-bite and trench foot were probably 
synonymous terms. This, however, is far from the truth. As 
long ago as 1915, while investigating trench foot in the last 
war, I showed that there was an essential difference between 
this and true frost-bite. There is a critical temperature in the 
region of —5° C. above which individual tissues will sur- 
vive for prolonged periods, while below this temperature 
immediate death occurs owing to protoplasmic disruption. This 
critical temperature is beautifully demonstrated when tissues 
growing in vitro are the subject of experiment. That the 
temperature is so far below zero is due to the exhibition of 
the phenomenon of supercooling in protoplasmic tissues. 

It has, of course, never been suggested that immersion foot 
bore any relationship to true frost-bite, but that it closely 
resembles french foot, both in the circumstances of its origin 
and its clinical course, cannot be denied. The gangrene, when 
it occurs in these cases, is a secondary event due to vascular 
changes, and in the experimental animal can actually be pre- 
vented by tying the main artery to the limb, so limiting the 
exudate, or alternatively by the use of local vasoconstrictors 
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(not vasodilators as the authors of this article suggest). Indeed 
one of the most certain ways of precipitating gangrene in the 
chilled limb is to bring about vasodilatation by. heat or other 
means. A summary of the experimental work which led to 
these conclusions nearly thirty years ago will be found in 
chapter 23 of the third edition of The Foot (Lake) or in 
The Surgery of Modern Warfare (Bailey). 

Incidentally the article on dry cold therapy by Bigelow and 
Lanyon in the same issue (p. 215) raises some points of a 
similar nature. At long last the virtue of keeping parts 
temporarily deprived of their blood supply (whether this be 
due to blocking of the larger arteries or local ischaemia due 
to the pressure of exudates) in cold storage is becoming receg- 
nized, and the specific indications for refrigeration are being 
worked out. 

To quote from the chapter on frost-bite in The Foot: “ The 
main indication for the therapeutic use of the method 
(refrigeration) is in those cases where a collateral circulation 
may be confidently expected to develop within a reasonable 
time if the limb in the meanwhile can be prevented from 
undergoing gangrene. The results are less notable in the more 
chronic cases—i.e., thrombo-angiitis, etc—but even in the 
senile cases the relief of pain will often enable one to postpone 
the inevitable amputation to the most propitious moment. 

““We may sum up the position, therefore, by stating that 
a cold (i.e., in the region of 0° C.) limb requires no blood 
supply, since all its tissues are in a state of suspended anima- 
tion, and as a corollary, a limb depleted of its blood supply 
should be kept cold, otherwise its tissues canot retain their 
vitality.” —I am, etc., 

NorMaAN C. LAKE. 


Recognition of Anaesthetic Gases 


Sir,—The Council of the Medical Defence Union is at 
present actively engaged with the Association of Anaesthetists 
in a review of certain difficulties experienced by anaesthetists 
with respect to the recognition of the actual gas or gases 
delivered to and from anaesthetic apparatus. It is hoped in 
the near future that it will prove practicable to submit to your 
readers a full report on the measures proposed by the above 
bodies for adoption by those concerned to obviate errors of 
wrongful coupling or of misidentification of the gas or gases 
in use. 

For the present all anaesthetists of whatever experience and 
qualification are’ urged to satisfy themselves personally of the 
actual gas about to be administered to a patient and not to 
rely upon the assurances of other parties. The factor of 
personal responsibility should never be absent from the mind 
of an anaesthetist, with the result that before commencing the 
administration of any gas or mixture of gases he should check 
his apparatus dnd cylinders completely to satisfy himself 
beyond reasonable doubt on the character of the gaseous 
anaesthetic he proposes to administer to a patient.—I am, etc., 

ROBERT FORBES, 


49, Bedford Square, London, W.C.1. Secretary, Medical Defence Union. 


Intravenous Anaesthesia 


Sir,—Mr. J. F. O’Connor (Feb. 5, p. 199) has raised several 
points in connexion with our article on intravenous anaesthesia 
(Dec. 25, p. 813) which we would like to answer. 


1. Use of Table.—In practice we stand our saline container on 
the table of the Boyle’s apparatus (the very stable hospital pattern) 
from which we administer the supplementary nitrous oxide and 
oxygen. If the site of operation necessitates the use of a leg vein 
for the intravenous drip, a separate table will not be in the surgeon’s 
way. The anaesthetist as well as the surgeon must have the right 
of access to some part of the patient. 

2. Use of Hand Bulb.—We agree that this requires more frequent 
attention than the method of choice—i.e., using the oxygen cylinder 
to provide positive pressure—nevertheless, if the hand bulb is used, 
a screw clip or pair of ovum forceps applied to the tube when the 
pressure has been raised in the bottle will prevent any leak, and 
the hand bulb need only be used at long intervals when the drip is 
seen to slow up. So long as any pressure remains in the bottle, 
saline must flow into the vein, and there is no question of blood 
vunning back into the needle and clotting. A gravity drip-stand 
must be tall to provide the necessary pressure and will be, therefore, 
either top-heavy or have a wide base to get in the surgeon’s way. 





i 

3. Fixing Needle—The three pieces of strapping as described ; 
our article have always proved adequate. The extra strapping s neg. 
gested by Mr. O’Connor would give greater security. sh 

4. Pressure Tubing—We agree, any good rubber tubing will 
suffice. Under wartime conditions this is in short supply, and w 
mentioned pressure tubing to prevent the leakage ot sali: > from the 
puncture sites. 

5. Premedication—We normally use as a maximum omno 
1/3 gr. and scopolamine 1/150 gr. given 14 to 14 hours before 
operation; this time allows its maximum hypnotic effect to be 
attained and its most marked respiratory depression to have passed 
We believe that the large doses of morphine up to 1/2 gr, as sug. 
gested by Mr. O’Connor have too marked an effect on respiration, 
especially when the anaesthetic drug to be employed is itself 4 
d.pressant. 

6. Vomiting.—The use of analeptics to hasten recovery is khown 
to increase the incidence of post-operative vomiting. We agree with 
Mr. O’Connor that this sequel is often attributable to the morphine 
and would be a further reason for limiting the pre-operative dose 
of this drug and restricting its indiscriminate use post-operatively 
We have noticed that in many cases there is a long period between 
return to consciousness and the onset of vomiting, and this can 
often only be explained as a result of post-operative opiates, 

7. Dosage.—We would like to state categorically that there is no 
such thing as a maximum and minimum “ dose ” of pentothal, any 


‘more than there is a “ dose” of chloroform or ether. The amount 


given must be regulated by the susceptibility or resistance of the 
individual patient, the length and depth of anaesthesia required by 
the surgeon, and this can only be determined as the operation pro- 
ceeds. Excessive quantities of pentothal or any other anaesthetic 
agent will delay recovery, and to our minds this prolongation of 
respiratory and circulatory depression is a potent factor in the 
aetiology of post-operative complications. As was stressed in our 
paper, it is considered most important that for any but the shortest 
operations: intravenous anaesthesia should be supplemented By 
nitrous oxide and oxygen. For operations not requiring much 
relaxation—e.g., skin grafting, suture of multiple lacerations, simple 
herniotomy, etc.—an induction dose of 1/4 to 1/2 g. of pentothal 
supplemented with nitrous oxide and oxygen will maintain anaes- 
thesia. for 1/2 to 3/4 of an hour. For longer operations or those 
requiring greater relaxation the same method is used, but small‘ 
repeat doses of pentothal, 0.05 to 0.15 g., are given as required. 
Even for the longest operation requiring the deepest anaesthesia we 
have rarely if ever had to use more than 2 g.—i.e., 40 c.cm. of 5% 
pentothal. We consider it wiser to obtain such profound and pro- 
longed relaxation by a combination of a regional nerve block or 
spinal analgesia and a light general anaesthetic (such as nitrous 
oxide and oxygen following a pentothal induction). For the 
majority of such cases as hysterectomy, prostatectomy, and appen- 
dicectomy, etc., 1 g. (20 c.cm.) of pentothal plus nitrous oxide and 
oxygen has been found to be quite sufficient. 

In conclusion we should like to thank Mr. O’Connor for 
the interesting points he has raised in his letter and to 
sympathize with him in his double responsibility of operating 
while supervising the anaesthetic. We feel that this difficulty 
is closely allied to the whole problem of undergraduate and 
postgraduate teaching of anaesthetics, the solution of which 
is not assisted by the unavoidable production during wartime 
of many semi-specialist anaesthetists—We are, etc., 

F. W. Roserts. 


Middlesex Hospital, W.1. B. A. SELLICK. 


Treatment of Chronic Nephritis by Serum Transfusion 

Sir,—I find Dr. J. H. Hannan’s letter on this subject (Feb. 12, 
p. 232) confusing. He states that serum transfusion in shock 
and haemorrhage has been well established ; inferentially its 
use should follow in the treatment of “chronic nephritis of 
nephrosis.” ‘“ Nephrosis” is the term he prefers to use if 
cases of chronic nephritis with presumably oedema. Where 
is the connexion? 

In shock and haemorrhage serum may be used to increase 
the circulating blood volume ; in the nephrotic syndrome there 
is no significant reduction in the C.B.V. Protein solutions are 
used here to maintain the blood reservoir, and, especially: when 
given in “hypertonic” concentrations, to promote oedema 
resorbtion and diuresis ; moreover, serum may be dangerous 
in the treatment of haemorrhage by acting as a blood diluent. 

I deplore the use of the term “nephrosis” for cases of 
chronic nephritis with proteinuria and oedema, and do not 
agree that in these cases we restrict the protein intake, nor 
do I see why “protein obtained from and at ‘the expense of 
the body cells” increases oedema. The “ nephrotic syndrome” 
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occurring in nephritics mimics “ nephrosis,” a distinct entity 
and a rare disease, whose study has thrown much light on 
“ mechanisms of renal oedema. In this syndrome there is 
Sots proteinuria, widespread oedema, a varying hypo- 
teinaemia, and good renal function without renal azotaemia. 
it is precisely in these cases that a liberal protein diet is given 
jn an attempt to maintain tissue and blood protein levels and 
fo compensate for the urinary loss. Azotaemia, which might 
be regarded as contraindicating a liberal protein ration, is not 
found often, and when present is usually caused by severe 
oliguria with pre-renal deviation of water. Such azotaemia is 
corrected by diuresis. A high protein intake will often promote 
such @ diuresis, particularly in the nephrotic individual who 
has been maintained previously on an insufficient protein 
rationale. Furthermore, salt and water restriction with the 
administration of urea should secure a diuresis sufficient to 
correct these minimal azotaemias. 
One of the most important factors in nephrotic-type oedema 
is hypoproteinaemia. If a nephrotic patient can maintain his 


blood protein at the expense of the tissue cells he will lessen. 


the tendency to oedema, but there will be wasting proportional 
to the degree of tissue destruction. In decompensated nephritis 
with uraemia such a process occurs, then oedema is absent, 
but polyuria and dehydration are present, and there is an 
accumulation of those toxic products of abnormal protein 
katabolism which accompanies and perhaps causes the toxaemia 
that we call “ uraemia.”—I am, etc., 


st. James Hospital, S.W.12. P. HARVEY. 


Preventing Necrosis of the Tabula Externa in 
Head Wounds 


§m—In your issue of Feb. 5 (p. 185) Dr. D. Engel drew 
attention to a very useful method designed to prevent necrosis 
of the tabula externa of the skull denuded of periosteum. The 
plan is certainly not new, but I regret that I cannot state from 
whom I first learned it as long ago as 1905. Since that time 
Ihave used it on several occasions and have found it to be 
most helpful. J am sure it will assist the separation of bone 
which is beyond hope of survival, but even when the surface 
is white, dry, and apparently devoid of life granulations soon 
spring up through the holes made into the diploe and spread 
over a considerable surface in a most remarkable way. I have 
used the method when quite large areas of cranium have been 
exposed, and it is interesting to observe how the adjoining 
scalp edges will grow over the granulations, which soon cover 
the affected area, but, of course, without the hair. 

I am personally much indebted to Dr. Engel for the very 
useful diagram which accompanies his short note.—I am, etc., 


G. GREY TURNER, 
Professor of Surgery, 


London, W.6. British Postgraduate Medical School. 


Sciatica 


Sin—The fog about this subject of which Sir Arthur Hurst 
writes in his letter (Feb. 5, p.-194) will not, I am afraid, be 
dispelled by his words either in that letter or in his original 
“essay in debunking.” It would be a pity if this correspondence 
ended without the subject being made as clear as possible in 
the present state of our knowledge. In his evident anxiety 
lo disparage the orihopaedic surgeons and to knock their heads 
logether, Sir Arthur has, as Mr. Harry Platt said, done scant 
justice to those who, both in Britain and the U.S.A. during 
ihe last twenty-odd years, have made great and successful 
‘forts to solve the problems of spinal pathology, and so to 
tlucidate the symptoms, such as sciatic pain, which can arise 
from its various forms. 

Sir Arthur has misinterpreted the remarks made by myself 
ind others in a number of instances, but it i$ a relief to find 
hat he does allow that “almost all cases of sciatic pain 
have a physical basis at the onset,” though unfortunately he 
foes on to say that this “ generally disappears rapidly ” with 
he panacea of rest and persuasion. One would have expected 
that a great pioneer in this country of thorough investigation 
of disease would have advised determination and treatment 
of the physical basis of sciatic pain as the first step. Explana- 
ion, persuasion, and re-education are certainly most important, 
and are appreciated by orthopaedic surgeons as much as by 
anyone ; but their use without determination and treatment of 


the physical state would not be “simple psychotherapy ” but 
simple humbug. The difference between Sir Arthur Hurst's 
attitude and that of orthopaedic surgeons is that he apparently 
thinks that the physical state may be disregarded while they 
consider it primarily important. 

It would perhaps help understanding of the incidence of the 
different causes of sciatic pain if we divided cases into those 
over and under the age of roughly 40. Under 40 is the period 
during which posterior disk rupture may occur. and _ its 
incidence among cases of sciatic pain during this period may 
well be as high as the figure of 20% which Sir Arthur mentions. 
Indeed Jackson (Journal, Dec. 18, 1943, p. 776) states that 
18 out of 100 cases treated at an E.M.S. hospital during 1942, 
mostly from the Services and therefore presumably between 
the ages of 20 and 40, were proved by operation to have 
posterior disk rupture. But the figure of 2% which I gave 
is the probable incidence for all cases of sciatic pain if all 
ages are considered, and corresponds with the percentage given 
in the large series of the Mayo Clinic. Thus it seems that 
confusion on this point is due to failure to distinguish between 
young adult and older cases. Again, in middle-aged and elderly 
patients there is no doubt that the spinal arthritis of which 
Mr. Blundell Bankart writes is by far the most common cause 
of sciatic pain, and since such pain is more often experienced 
in. middle and later life, spinal arthritis in its various forms is, 
as Mr. Bankart says, in general the commonest cause of sciatic 
pain. 

The points I have tried to make in this discussion are that: 
(1) in almost all cases of sciatic pain there is a determinable 
physical basis; (2) both pure hysteria and malingering are 
rare (though there is often an associated psychological factor) ; 
(3) the physical basis is either (a) a state of the fibrous tissue 
of the ligaments or fasciae in the lumbo-sacral or gluteal regions 
due to fibrositis, trauma, degeneration, or strain associated 
with postural disorder, malformation, arthritis. or other 
deforming disease, or (b) a source of irritation of the roots 
of the lumbo-sacral plexus ; (4) in most cases the pain in the 
limb is purely referred: only in perineuritis or in pressuse 
on the nerve roots as by a posterior disk rupture are there 
accompanying neurological signs; (5) disk rupture is an 
important though relatively uncommon cause of pain if all 
cases at all ages are considered ; it occurs practically only in 
adults between the ages of roughly 20 and 40; (6) there is 
a danger of unnecessary operation if cases of persistent sciatic 
pain are thought to be only neurosurgical: (7) every case 
should be thoroughly examined to determine thé physical as 
well as the psychological state before treatment, as only in 
that way can treatment be rational.—I am. etc.. 


Bournemouth. N. Ross SMITH. 


Sir,—Much ink has been spilt about sciatic pain and disk 
protrusion in recent issues of the Journal, and 1 have hesitated 
long before adding my own quota. However. Dr. Coldrey’s 
letter (Feb. 12, p. 231) has prompted me to write, and I hope 
that my contribution to this correspondence may be of value 
in view of the personal experience involved. 

I have suffered from pain referred along the distribution 
of the sciatic nerve, combined with an unenviable collection 
of extremely tender nodules in the lumbar region. I know 
from bitter experience what this pain is like and how it 
completely limits one’s activity. I know, too, the disappoint- 
ment felt when local measures, including rest, heat, massage, 
exercise, local novocain infiltration, and epidural injections 
failed to influence the condition. I have observed these things 
in myself, and also the ultimate result of.correct treatment, 
and, being a doctor, perhaps my observations may not be 
without interest. 

Fortunately (perhaps Dr. Coldrey would disagree with my 
adverb) I was seen by a neurosurgeon, who, after full investiga- 
tion, diagnosed a herniated nucleus pulposus and subsequently 
removed it. Now, from the first conscious moment after 
recovery from the anaesthetic, the dreadful referred pain had 
gone. To be sure there was pain at the wound site for a few 
days, but the characteristic pain that I had suffered for months 
had gone, and has never recurred. Of that I am quite sure. 
There may be some who would say that any form of treatment 
would have the same result—a psychological one—but I had 
other forms of treatment, and I did not light-heartedlvy demand 
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operation out of impatience or for any other reason. The 
interesting feature is that the nodules in the lumbar region, 
though fewer and smaller, are still present, but there is no 
local or referred pain on handling them even roughly. This 
is 34 months since operation. 

I believe that these results are secondarily produced in the 
lumbar muscles and fascia along the distribution of the 
posterior primary rami of the lumbar nerves by reason of 
the irritation of the protruded disk at the level involved. I 
refer, of course, to irritation of the nerves within the vertebral 
canal. Furthermore, my experience suggests to me that such 
nodules are only painful so long as some irritative process is 
affecting the nerve roots. Many types of irritation, of which 
disk protrusion is only one, may act in this way in so-called 
fibrositis cases. I am now back to full duty with no disability 
at all and no trace of my former pain. I am able to execute 
movements that were quite impossible before operation. 

Let someone who has had sciatic pain (I shrink from using 
the word “ sciatica’) decide whether it is impatience that 
compels the sufferer to seek more thorough investigation and 
more radical treatment than some of your contributors would 
offer. As for the suggesticn that a functional element is present 
I heartily agree that this is so, but I suggest that anyone who 
has been incapacitated by this terrible pain and knows the 
agony of sneezing, knows, too, how it feels to be wakened 
at night by the pain caused by involuntarily turning in bed, 
will develop an anxiety state about his condition, especially 
after the failure of local measures. Let me assure anyone 
interested in ‘this coridition of disk protrusion that the pain 
is really dreadful and its continuance is demoralizing. 

In my convalescence I was lucky enough to see operations 
performed for the same condition, and I can assure anyone 
that the protrusion is very real, and that the affected nerve is 
stretched and swollen over the protrusion. I am awaiting with 
interest an authoritative survey of such cases by the neuro- 
surgical team concerned, and the fact that such a publication 
is still delayed should chasten all of us who leap into print 
ans controversy about this matter of disk protrusion without 
knowledge of all the facts and experience of many preven cases. 
For my own part, I know of the benefit of opezaii in my 
own case and in the case of at least one other dc_.or with 
whom 1 shared a room in hospital. I have not made any 
mention of the investigations undertaken in my own case or 
of the post-operative treatment, as I believe that these matters 
rightly belong to the detailed survey of cases which I hope to 
read soon.—lI am, etc., 


Aberdeen. Macco“tm R. MILNE. 


Sir,—Much of the confusion which surrounds discussions 
on sciatica arises from the inaccurate use of terms. Sciatica 
is not a disease, and it is not a symptom; it is a syndrome. 
In other words, the tetm “sciatica” denotes a group cf 
symptoms and physical signs which indicate an affection of 


* the roots or trunk of the sciatic nerve, from whatever cause 


arising. Thus, pressure by a malignant growth, diabetes, 
trauma, exposure, retropulsion of the nucleus pulposus, and 
perineuritis may all cause sciatica, for they may all affect the 
roots or trunk of the sciatic nerve. The term “primary 
sciatica” might well be employed for the benign condition of 
which the assumed pathology is a perineuritis or interstitial 
neuritis, and “secondary sciatica” for all other affections of 
the trunk of the nerve or its roots. Unfortunately the term 
“ sciatica” is often used as a kind of topographical designation 
to indicate pain of any sort between the crest of the ilium 
and the ankle. Thus under the head of “ sciatica” Prof. Platt 
and Dr. Cyriax include long catalogues or morbid conditions 
which bear only the most remote resemblance to true sciatica 
and which may be distinguished from it by a simple clinical 
examination. When the presence of the sciatic syndrome has 
been established, the task then arises of determining its nature, 
and here the differential diagnosis may be difficult. This, 
however, is a subject outside the scope of a letter, but it may 
here be said that retropulsion of the nucleus pulposus is more 
frequent than is usually supposed, and that the majority of 
such cases ultimately recover without operation, which should 
be reserved for the more protracted and severe examples. 

I entirely agree with Sir Arthur Hurst that sciatic symptoms 
are often prolonged by the injudicious continuation of treat- 





ment (post-sciatic hysteria). 


rigorously forbidden, the patient should be assured that th 
twinges and paraesthesia will pass away in time, and he shouts 
be encouraged to return to his affairs—I am, etc., 


Edgar Allen Institute, Sheffield. R. G. ABERCOMBIE. 
*," This correspondence is now closed.—Ep., B.M.J. 


Umbilical Hernia in Children 


Sin,—May I crave a few lines of your space to correct a 
statement on this subject by Mr. D. B. E. Foster (Feb 12 
p. 230). The point I take exception to is this: “ It is generally 
agreed that when the sac contains all or a large part of the 
liver operation is useless, as it will be found impossible fo, 
the coelom to contain all the viscera.” 

I- have twice operated for this condition when the liver 
and all the mobile viscera were in the sac, and on each occasion 
was able to close the abdominal cavity. One patient survived 
and is now just over 3 years old. She compares very favourably 
with her identical twin. I recorded my case in the British 
Journal of Surgery, and Prof. Lambert Rogers kindly sent me 
notes of a case of his of complete exomphalos. If I remember 


rightly he recorded his case in the British Journal of Surgery. 


when the child (female) was 6 years old. She looked very 
fit but had a double inguinal hernia—I am, etc., 


Great Yarmouth. LEONARD Ley, 


Functions of Industrial Medical Service 


Sir,—The article on the supervision of pregnant women in 
factory employment (Jan. 22, p. 108) aroused my interest and, 
in addition, my admiration for the manner in which the authors, 
Mr. J. V. O'Sullivan and Dr. L. B. Bourne, so deliberately 
ignored all difficulties in establishing their factory ante-natal 
clinic. As an industrial medical officer I was at first tempted 
heartily to agree with their conclusion that such a clinic is 
advisable nowadays, although not entirely because it saved the 
women “time, money, and many working hours,” for even 
in this age of economic factors above all others we, as a 
profession, will surely concur that the welfare of the individual 
is not necessarily enhanced by these material considerations. 
One factor that has already influenced it, and will do so even 
more in the future, is the relationship between members of 
our profession, and from my own point of view I am thinking 
particularly of the co-operation which must exist between the 
industrial medical officer and the general practitioner, whose 
patients should be our constant interest and concern during 
their hours of work. It is furthermore generally agreed that 
in this.country at any rate their welfare in industry will 
vary with the extent of our treatment services, and that the 
latter will best serve their purpose in an industrial medical 
service when they are reduced to a minimum. It is not the 
function of an industrial medical service to duplicate the work 
of either the general practitioner or other medical services. 

I am therefore perplexed and worried to find so littk 
reference in this admirable paper to the methods which th 
authors adopted to ensure co-operation with the general pract: 
tioners of those women who were seen and treated. We at 
told that at the first interview “the patient’s local practitione 
is informed that this patient has sought advice, and she 
then booked to see the consultant at his next visit.” bh 
addition, apparently, when she so desires it she is sent ® 
whatever hospital she chooses with a covering letter, and this 
is all done without waiting for the consent of the patients 
doctor, or seeking his advice. particularly as to whether his 
patient should be confined in hospital or at home. After thi 
it is not so surprising to read that “later, the scheme Wa 
enlarged to include the treatment of gynaecological cases,” 
But surely this is contrary to every concept of an indystrid 
medical service, and in frank opposition to the suggestions # 
the ethical rules drawn up by the B.M.A. for these services. — 

It may be that I have misinterpreted this paper, but ! 
seems very probable that similar impressions to mine hav 
been created in the minds of others who read it, and it 5 
therefore only right that they should be corrected. A factor} 
ante-natal clinic is to my mind such an ideal addition to am} 
industrial medical service. provided it works in close co-opera 
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————_ 
‘on with (or as part of) such clinics already provided by, say, 
“e blic health department, that enlightenment on my problem 
ag Bourne would be very much appreciated. The treatment 
" ynaecological cases, however, is a different matter altogether, 
: . is certainly not one of the accepted functions of an 
industrial medical service as I know them.—I am, etc., 


D. KENWIN HarkrIs, 
Division Medical Officer, Imperial Chemical Industries. 


Bone-marrow Infusions 


sir,—I have read with great interest Mr. Hamilton Bailey’s 
article on bone-marrow infusions. The following points about 
infusions in infants may be of interest, as the technique I found 
the most useful in these cases differs somewhat from that 
described by Mr. Bailey for adults. 

The cannula used was 1! in. long and of 15 to 17 standard 
wire gauge. The point was bevelled like that of a lumbar- 
puncture needle, and I found it easier to feel when the bone 
was penetrated with this cannula than when a conical point 
was used. The handle was fixed to the trocar, and was 
removed with it after the. introduction of the cannula,’ so 
that the weight of the handle need not be supported by the 
bone.. I did not find the use of a metal guard or of “ wings” 
possible, as their sustained pressure is more than the skin of 
these dehydrated, marasmic infants can stand. In one case 
where I used a guard the skin became necrotic underneath 
it after two days. In all later cases I found a “ naked” needle 
quite satisfactory and firmly fixed. 

After two or three days the cannula will become loose and 
has to be removed. It is rarely necessary to persist any longer 
with the infusion. If the needle is left longer some of the 
fluid will ooze out of the marrow cavity into the subcutaneous 
tissue, and in one case where this happened the patient 
developed osteomyelitis. It was the only case in over forty 
infusions, and I believe it could have been prevented if the 
cannula had been removed earlier. It cleared up after surgical 
treatment. Considering the high susceptibility to infections of 
these infants, all of whom were almost moribund on admission, 
one must admit that the danger of producing osteomyelitis is 
small, 

To fix the leg for the infusion we used a foot-and-leg splint 
reaching half-way up the thigh. It was made of 1-in. Cramer 
wire. A short cross-piece was fixed under the heel of the 
splint to prevent rotation of the leg, and. a sausage-shaped 
bag filled with shot was bandaged between splint and padding. 
This made the splint so heavy that the infant could not move 
i. The cannula was introduced on the, medial side of the 


tibia just below the level of the tuberosity, and no further 


- fixation was necessary. except the application of a sterile 
dressing around it. The advantages over intravenous infusions 


* are the considerable saving of time and the ease with which 


the infant can be moved afterwards without fear of displacing 
the cannula.—I am, etc., 


London, N.W.2. G. BERR. 


Shock Therapy 


$ir,—Dr. Winnicott asks for the opinion of general practi- 
_tioners. Few of us will feel competent to discuss the value 
of shock treatment, because we have not. watched enough 
_ cases Over a sufficient period of time to have reached conclu- 
sions. It is quite clear that marvellous immediate results are 
being obtained in many cases. These make it clear, I think, 
that the treatment is justified in all cases judged to be 
“incurable” by less drastic means. Provided I feel I can 
‘trust the clinical judgment of the psychiatrist concerned, I 
_ advise my patients to undergo the treatment without hesitation. 
_ Irealize, however, that nearly every “new treatment” that 
has appeared during the last 30 years has been shown ultimately 
to carry a poisonous barb in its tail! I anticipate that within 
' 10 years the same will prove true of shock therapy. I expect 
that it will be found that just as epileptic fits (and the bromide- 
 phenobarbitone treatment) cause a degree of deterioration in 
_ the personality, so also will shock therapy. In a disintegrated 
Personality this deterioration may be of no moment, but if 
the treatment were extensively used for cases that could be 
cured by less drastic means needless harm would have been 
done. Particularly, I foresee a danger that ‘shock treatment 
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should come to be used as a “short cut” to the abolition of 
mental symptoms. Surgery can be used in a similar fashion. 
If shock treatment were ever employed or advocated, either 
because there were not enough trained psychiatrists to devote 
personal and individual care to individual cases or because 
the facilities for cultural, occupational, and recreational therapy 
were inadequate in the hospital, then shock therapy would be 
an unethical form of treatment. 

From my own experience I endorse Dr. Winnicott’s state- 
ment that the vast majority of children who manifest the 
schizophrenic, depressive, paranoic, and hypomanic types of 
personality recover spontaneously under right management. If 
that were not the case our mental hospitals would be still 
more crowded than they are. I hope most sincerely that the 
utmost caution will be exercised in the use of shock therapy 
(or any other form of drastic treatment) for children. I believe 
that child psychologists and psychiatrists ought to co-operate 
with educationists and those concerned with delinquents to 
investigate the “ norms ” of child-personality and its commoner 
deviations. When the “norms” have been determined it 
would be possible to judge whether a form of treatment 
that may damage mental function and even nervous structure 
can be justified in any particular instance—I am. etc., 


Worcester. Howarpb E. Co.tier. 


Shock Therapy : A Personal Experience 

Sir,—I have read the letters on electric convulsive therapy 
by Dr. Winnicott and others with interest and amazement at 
some of the opinions of the effect on patients. Some first-hand 
experience as a patient may clear misgivings. 

As a student and doctor I felt some awe at the stories 
I heard about shock therapy and was glad I was not the 
patient. Since then I have suffered a severe reactive melancholia, 
a doctor was called, and I was persuaded to undergo treatment 
at a progressive mental hospital with a tradition of humane 
treatment of the mentally ill. In spite of continuous narcosis 
and then psychotherapy I became worse, and after six weeks 
I gave notice of leaving. It was then decided to try convulsive 
therapy, which was used extensively at the hospital, and my 
wife (the only person whose honesty I trusted) persuaded me 
to stay for it. Being melancholic I was very fatalistic and was 
always waiting for the worst. I walked to the room, feeling, 
I suppose, like a murderer going bravely to the gallows and 
interested in the mechanics of the apparatus. I do not think 
it was a wish for death, as I never wanted to die, but had 
only thought of life for myself as being impossible. When 
a soldier feels there is no alternative but to charge the enemy 
guns, and that his life or death is out of his hands, that is 
surely not a wish for death. 

The psychotherapist was experienced and business-like about 
the treatment. I lay on the bed, pushed my feet against the 
pillow, had the electrodes clamped round my head, bit the pad 
between my teeth, and relaxed. I remember feeling, even then, 
it was an experience that might be useful to have. Also, what 
seems very important, I felt that something really was being 
done, and that I was a real patient and not only a contemptible 
fraud who had no right to be off work. When the current was 
switched on I felt nothing: it was just like going to sleep 
without sleepiness. Later I woke up back in my bed, collected 
my diseased wits, and in a few minutes realized I had had the. 
shock therapy. Although my logic and reasoning were the 
same and seemed never impaired, my melancholic perspective 
of myself had changed—rather like a child wakes in the 
sunlight after a midnight thunderstorm with the same parents 
and home round him. I remembered quite quickly everything 
leading up to the so-called shock. Nurses and family noticed 
a miraculous improvement. 

The following “ shocks ” were at greater intervals. Although 
I knew exactly when to expect the loss of consciousness, I could 
never detect it happening. As the intervals between each dose- 
drew to an end I was able to detect a change of mood for 
the worse, which would be magically dispelled by the next 
“shock.” It was too subtle a retrogression to describe and 
I never tried to tell others of it. I saw other patients brought 
back from the treatment, some unconscious and some in chairs. 
They looked pitiable sights, but if they were like me they 
knew nothing of it themselves. The only mild discomfort 
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was that of vomiting once after the first of the nine 
doses. 

I was at the hospital three months and convalescent three 
months after. When I left the hospital I was still ill (I never 
then believed they would really let me out without one or 
other of the staff punishing me with some torture, if only 
on the last night), My memory of the hospital is not at all 
a happy one, though I realize I was treated as well as any 
mental patient is to-day; but I can quite honestly say that 
the bogy of electric convulsive therapy as. imagined by some 
psychologists was not one of my bogies; though there were 
many I knew. No one suggested that shock therapy was a 
complete cure in itself, but it cut short my period off doctoring 
by at least three months. Purely selfishly I would prefer shock 
treatment itself to gas or ether anaesthesia or to dentists’ 
drills, and no one has suggested that they are not “ ethical.”— 
i.am, etc., “ Doctor-PATIENT.” 

Diet in Hospital 

Sir,—From my own limited experience I heartily endorse 
the view expressed in the second paragraph of his letter on 
p. 690 of your issue dated Nov. 27, 1943, by Wing Cmdr. 
H. M. Stanley Turner so far as civil and military hospitals 
in India are concerned. I have never understood the rationale 
of doping patients with drugs and starving them of the neces- 
sary salts, vitamins, amino-acids, etc., which would be present 
in a well-balanced and properly cooked diet. A hospital kitchen 
should be in charge of a competent “chef,” and all modern 
arrangements for bringing the food rapidly and in excellent 
condition from the kitchen to the wards should be perfected. 
I was in the process of proving by statistics the value of the 
close supervision of the diet on the death rate and the length 
of stay in the hospital of prisoners in a jail hospital when the 
work was interrupted by military service. My figures remain 
as a result open to the objection that the period covered was 
not long enough to exclude the influence of climatic variations, 
etc.—I am, etc., 

Poona. 


F. R. W. K. ALLEN. 


Regulation 33B 


Sirn,—Your leading article on Regulation 33B (Feb. 12, 
p. 223) seems to suggest that the real meaning of the regulation 
is not to compel treatment but to suggest it—persuasion, not 
compulsion. Well, Sir, if this regulation is not meant to 
compel infected prostitutes to obtain treatment then the public 
has been very much misinformed, and the public will be very 
much disappointed. I am all for the suaviter in modo, but 
let it be followed by the fortiter in re. 

In the House Miss Horsbrugh said that the figures quoted 
by Dr. Summerskill (2 men and 64 women) were of those who 
had refused treatment and on whom a notice had been served. 
What was the fate of these 66 people? How many presented 
themselves for treatment? How many were prosecuted? Why 
‘not tell the public these things? Miss Horsbrugh also said 
that medical officers had had an idea that if they “ interviewed 
people and asked them whether they were aware they had 
this disease there might bé subsequent actions for slander.” 
If Miss Horsbrugh was referring to medical officers of V.D. 
clinics she is wrong. No medical officer of a V.D. clinic would 
commit himself in that way before examining the patient. If, 
however, she was referring to medical officers of health, there 
was no need for them to interview these contacts. The fear 
of legal proceedings arose when a health visitor interviewed 
a contact on the evidence of one informer only. To safeguard 
the authorities the Minister “is using the power Regulation 84 
gives him to permit disclosure,” as you say. So we can get 
on with the suaviter in modo. 

You say “the elaborate and rather repulsive procedure for 
compulsory examination and treatment is hardly ever used.” 
Sir, the procedure is neither elaborate nor repulsive. It is 
simplicity itself. If two persons inforin against a contact the 
V.D. officer completes Form I and sends it to the medical 
officer of health, who thereupon requires the contact to submit 
to examination within ten days. The reason this procedure 
is so seldom used is that, in my experience (and as I pointed 
out in my letter to the Journal of Jan. 2, 1943, p. 21), in 
civil life it is most exceptional to find two patients who are 
able and willing to testify to infection from the same source, 





as 

and it is not possible, therefore, to comply with the requir 
ments of the regulation. And so the fortiter in re does S 
materialize. : - 
One word about the high incidence of syphilis. There ; 
going to be a terrible harvest of congenital syphilis if ste : 
are not taken in time to prevent it. If the Ministry of Health 
were to issue instructions to all health authorities to make | re 
a routine Wassermann test a part of all ante-natal examina. 









tions we should go a long way towards prevention. No Act ‘ 
of. Parliament is required for this—I am, etc., ( 
Treatment Centre, Royal Infirmary, Sunderland. Noe F. Rowstron, shi 
scit 

Principles of Reform in Medical Education tim 
Sir,—Dr. F. M. R. Walshe’s article (Feb. 5, p. 173) comes - 
as an invigorating and provocative stimulus to those of \s sf 
interested both in the training of medical undergraduates and . Me 
in the future of the theory of medicine. I wish to make two - 
points only, the first, a particular one, concerning the teaching amr 
of psychological medicine to students, and the second, a more ae 
general one, in reference to, as he puts it, “old branches of 2 
medicine that have taken new names and adopted new slogans,” lear 
I am grateful to Dr. Walshe for saying that the “ wise us 
infusion of medical education by the principles of psycho- ofte 
logical medicine demands something more fundamental than - 
the compilation of a long list of titles of lectures and appoint- - 
ments.” He has laid his finger on the weakness of many be 
psychotherapists’ teaching to students, who claim this teaching y *¢ 
as their province and at the same time work alone. I am yah 
already convinced that this infusion can be obtained without - 
adding to the curriculum at all. The material is there in the ak 
general hospitals, but with few exceptions the teachers are pk 
not. I find in my weekly out-patient clinics I have seen during 4 
the last 12 months 125 cases of psychoneurosis out of a total ps 


of 420 new patients in the general medical clinic, and 172 
out of 312 in the neurological clinic; in my wards also many It 
patients’ recovery is delayed by their unfortunate emotional | 


reaction to organic illness. I am sure such figures are general, mi 
and I feel that adequate postgraduate training in psychological - vr 
medicine would ensure that this material could be successfully ~ 
used by physicians in the course of their general medical va 
teaching. This reform might at last destroy the prejudice that but 
makes a Babinski response more interesting and more worthy asked 
of therapeutic attention than a flood of tears. loci 

Dr. Walshe. pleads for forthright precision in language and haw 


thought, suggests neurology and cardiology as the forms of The 





medicine in which teaching has emphasized disordered function, a fun 
and attacks psychological medicine for its internal conflicts, dirt o 
its state of fermentation, and its incoherence. At least its infecti 
leaders have usually recognized that diseases are not concrete [B schem 
things. Dr. Adolph Meyer in 1906 in the columns of this  cooner 
Journal defined mental illnesses as reaction states and first HP 5 year 
correlated personality with psychosis. For clarity, coherence, The 
and forthright precision I should like to quote a more recent & imbue 
authority. “Psychoneurotic persons are potentially ‘normal’ & its pre 
persons, in whom the reaction to life is overly tense, overly J resisted 
symbolized, unhealthy, and disturbing. Psychotherapy should “Jangua; 
be directed at removing excessive stress, eliminating immature Brief 
and unhealthy personality traits, and substituting mature and J and ab. 
healthful reaction patterns with which to meet any future @ if the 
stresses.” ' whole | 
My second and more general point briefly concerns the @ This ¢¢ 
dangers of adding specialized courses to the curriculum. There # a propc 
is a tendency in medicine to-day to turn away from disease to aston 
health, which I believe to be essentially right and long recog: 
nized as necessary by many of us. This concept must run like Th 





a thread through all clinical teaching and bind medicine 
together in one progressive whole. The creation of so many 
new departments rather than the reform of the old suggests 
an unfortunate cleavage of the profession into those who, for 
example, teach social medicine rather than clinical medicine. 
I await uneasily the possible election of one of our number 
to a “chair of rehabilitation ”’—another professor, another 
department, another course. Perhaps, however, better-adjusted 
endowments will one day spread more widely clinical professor 
ships and so even up our universities in this respect. 
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1 The Therapy of .the Neuroses and Psychoses, by S. H. Kraines. Henry 


Kimpton, London, 1943. 
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“Fialy, fet d he factori 
‘nally, let us by all means take thé students to the factories, 
Be cesifare clinics, to the schools, to the special hospitals 

om health centres, but do not let us add “courses” to their 

ry ‘eal work, and do ensure that we teach them that all 

line js social, all health positive, and all treatment 

iv.cu : 

rehabilitation.——I am, etc., 


A. BARHAM CARTER. 
Staines County Hospital, Ashford, Middlesex. 


$ix,—The masterly article by Dr. F. M. R, Walshe (Feb. 5) 
hows that it will not be possible in the future for a con- 
«cjentiOus student to master as much of the subjects in the 
foe allowed as his teachers will require. Therefore for 
‘walification in a reasonable time we shall have to arrange for 
OT aegiee or diploma to be given much earlier, say, after 
34 or 4 years, and the specialties to be studied later, if sO 
desired. The student will have to be given courses in medicine, 
surgery, etc., equivalent to first-aid classes, lasting, say, a year 
in all. Of the preliminary sciences he need know little more 
than he may have learned at school, provided by then he has 
learned how to work. Our next care should be to see that 
his brains and memory are preserved, not shattered, as is so 
often the case at present. For instance, why need he know 
the intricate details of all pathology? Conversely it is not 
really necessary for a medical pathologist or bacteriologist to 
be a doctor. There should be no examination system because 
it spoils the mental outlook and interest in a subject, but rather 
an apprenticeship with reports by the teachers as to when 
the student may be released to the departments where there 
are patients. At this work he should remain for two years, 
and again by report become a qualified doctor. The succeeding 
years of practice and experience may then be partly occupied 
with progress in any desired subject with a view to specializa- 
tion. For under such a scheme there would have to be 
specialists. 

It has always seemed to me that in the past we have planned 
our courses and teaching in a wrong manner. Both should be 
based, or largely based, on the frequency of disease. Certainly 
the probability of the condition being met with in practice 
should be stressed. The student’s mind is by nature a collector 
of rarities, useful, no doubt, to solve a difficult scientific point, 
but otherwise just interesting mental junk. Lately a doctor 
asked his locumtenent to treat a man with a cold, but the 
locumtenent said quite seriously that he would prefer to 
have a case of leprosy if one were available. 

Then again, why need a factory inspector be a doctor? Such 
a functionary only needs to be able to see where and why 
dirt or infection lies, or how such-and-such a nuisance or 
infection or accident may be prevented. In the proposed 
scheme he would get there earlier and qualify for a pension 
sooner than if he had to undergo a minimum training of 
5 years. But I maintain he need not be a doctor! 

The modern trend of psychological study and a desire to 
imbue doctors with it, though in the past the results without 
its prevalence have really been excellent, should, I think, be 
resisted until psychologists are able to describe their cases in 
‘language that can be understood by the average man. 

Briefly, the total quantity of technical matter to be inculcated 
and absorbed to-day is so vast that the task becomes impossible 
if the mind is to survive. We shall have to approach the 
whole business in a new way somewhat as indicated above. 
This course would tend to foster reflection and research in 
a proportion of students.—I am, etc., 

London, W.1. 





G. H. Cott. 






The General Practitioner and Physical Medicine 


- $ik—During and following the last war the value of 
physical medicine as an adjunct in the treatment of various 
illnesses was proved. For some reason or other its value was 
forgotten, or at any rate was relegated to the limbo of 
forgotten things. During this war physical medicine is again 
taking its rightful place, and our men and women of the Forces 
are being trained gradually to appreciate its value and its 
limitations. On their return to civil life they will expect the 
Same efficiency. I think we should now consider these future 
problems, for we shall have to face them when peace comes. 
The general public, too, is getting to hear of physical therapy 
and is appreciating its value. 















Physical therapy employs massage, exercises, various forms 
of heat, and other externally applied treatment. It has become 
a major part of the rehabilitation programme for the war- 
wounded, and centres are already established in various areas 
over the country. General practitioners should be given an 
opportunity to attend lectures and practical demonstrations 
dealing with the various modalities used in physical medicine. 
They would see how, particularly in the rheumatoid diseases 
(but not only in these conditions), the response of the patient 
is proof of their efficacy. It is high time that we had a centre 
for postgraduate instruction, similar to those centres which exist 
in the U.S.A. The general public must be educated too. 
General practitioners who are interested and undergraduates 
who are being sent out from the various colleges should make 
their patients “ physico-medically ” conscious, and in this work 
our able “Radio Doctor” can be of enormous help, as well 
as our newly formed British Association of Physical Medicine. 

The time has come when the patient should no longer be 
sent to the hospital out-patient department with the note, 
“Will you kindly arrange for electrical treatment,” because 
the patient prevailed upon the doctor to do so. The doctor 
must know when physical therapy is indicated and when it is 
contraindicated, for it is only then that we can truly say to 
our patients that we have used all the medical armamentarium 
at our disposal. If we could find some philanthropist and 
eminent adviser to our Government who could come to our 
help so that a survey of the whole field of physical therapy 
could be carried out under a chosen medical committee, we 
would then be in a position to widen its usefulness in the 
prevention and cure of illness. The ethical development of 
physical medicine as a part of organized medicire lies in the 
hands of the general practitioner. 

The types of patients treated are those with musculo-skeletal 
injuries seen in civilian life, back injuries, sprains, strains, 
dislocations, together with fractures, burns, etc. The steady 
return of war casualties will constitute a need for trained 
general practitioners, able to guide and advise as to the treat- 
ment necessary for the condition present. This need will 
increase and we must be prepared.—I am, etc., 


London, N.13. MYER FISHER. 


Control of Pharmacological Products 


Sir,——There are already signs that the manufacturing chemists. 
are planning to exploit or “develop” (in the trade sense) 
the sulphonamides, as they have in the past exploited the 
barbiturates. War conditions are at present hindering this. 
tendency, but as soon as peace is restored it seems certain that 
exploitation will increase unless some control is instituted. 

The process of “development” is only too familiar: the 
firm’s chemist produces a slight variation of. an existing com- 
pound (a relatively easy matter in organic chemistry), next 
a very inadequate clinical trial is staged—often by the offer 
of free supplies—then the compound (with a fancy name) is. 
boosted by every device of the firm’s advertising department, 
until, finally, the “ sales resistance ” of the practitioner perforce 
collapses. 

Before this bewildering array of good, bad, and indifferent 
remedies is thrust upon us action should surely be taken, and 
now is the time while the condition is still “ operable.” Either 
the Ministry of Health or the Medical Research Council or 
the Pharmacopoeia Commission could institute a sufficient 
measure of control that would benefit the community as a 
whole.—I am, etc., 

Moor Park. ROBERT C. TAYLOR. 
Stinging Fish 

Sir,—In the review of Dr. Muir Evans’s book Sting-fish and’ 
Seafarer (Feb. 5, p. 186) mention is made of the black scabbard 
fish. As it is little known here it may be mentioned that under 
the name of “espada ” it is frequently served up in the hotels 
of Madeira, and in the fish market at Funchal I saw several 
for sale. Elongated, black, and glistening, the fish suggest 
lengths of india-rubber, and they are frequently carried home 
tail to mouth, suggesting so many tyres. They inhabit the 
ocean abyss at depths of more than half a mile, and have the 
large eyes so characteristic of deep-sea fauna.—I am, etc., 

Manchester. GRAHAM RENSHAW. 
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FRANCES IVENS KNOWLES, C.B.E. 
Cu.M.(Hon.), M.S., F.R.C.O.G. 


Mrs. Ivens Knowles (Miss Frances Ivens) died on Feb. 6 after 
a brief illness. She had been a member of the B.M.A. for 
43 years, was vice-president of the Section of Gynaecology 
and Obstetrics at the Annual Meetings of 1912 and 1920, and 
served on the Ministry of Health Committee of the Association ; 
she was also a member of the Consultative Council on Medical 
and Allied Services set up by Lord Addison, the first Minister 
of Health. A colleague sends the following account of her 
career : 

Mary Hannah Frances Ivens studied medicine at the Royal 
Free Hospital and in Dublin and Vienna, and graduated M.B. 
with honours and gold medal at the University of London 
in 1900. She took the M.S. degree three years later, and had 
seven years’ surgical experience in London before she was 
appointed in 1907 gynaecological surgeon to a new unit in 
the Liverpool Stanley Hospital—the first woman to hold an 
honorary post in a Liverpool hospital. There she built up 
a large gynaecological out-patient department, and kept her 
ward beds filled with patients, who still testify to her care 
and skill. Later she was also appointed honorary surgeon 
to the Liverpool Samaritan Hospital. Then came the last war, 
when she volunteered at once for service in Belgium, but 
had to return without landing. In December, 1914, she went 
to France as head of the unit of the Scottish Women’s Hospital, 
which worked in the Abbaye de Royaumont under the French 
Red Cross. Miss Ivens devoted her great energy to this 
hospital, and soon the excellence of her work for the wounded 
French soldiers was recognized by the French Army, and to 
it the hospital became attached and was known as_ the 
H6pital Auxiliare d’Armée Frangaise, 30, the beds being 
increased from 100 to 600. She continued as médecin chef 
till February, 1919, with only one period of leave in England, 
which she spent largely in lecturing to raise money for the 
hospital. In 1917 she was asked to open another hospital at 
Villers Cotterets. There she operated under shell fire during 
the German advance in March, 1918, until the approach of the 
enemy forced her to evacuate back to Royaumont. In recogni- 


tion of these services she was decorated by the French President” 


with the Cross of the Legion of Honour. In addition she 
received the Croix de Guerre with palm and the Médaille 
d’Honneur des Epidémies. This work in France wi:s an 
outstanding achievement. The hospital had a great reputation, 
was inspected and approved by many French generals and 
Government officials, and this success was certainly due to 
.the personality of its head and the devoted support she inspired 
in her staff. . 

After the war Miss Ivens returned to her hospital and large 
consultant practice in Liverpool, and threw herself with energy 
and enthusiasm into several new ventures. Chief among these 
was the rebuilding of the Maternity Hospital, to the honorary 
staff of which she had been appointed, the formation of the 
Liverpool and Women’s Radium League, and the opening of 
the Crofton Recovery Hospital for Women. For these public 
services she was made a Commander of the British Empire 
in 1929, and Liverpool University bestowed the degree of 
honorary Ch.M. She-always entered whole-heartedly into the 
local medical life, sat on numerous committees and spoke her 
mind, read papers at the Liverpool Medical Institution and 
North of England Obstetric and Gynaecological Society, wrote 
articles for the Press, and published a book on Caesarean 
section. 

In 1930 she left Liverpool after her marriage, but continued 
a consultant practice in London till she and her husband retired 
to their home in Truro. However, her mental alertness and 
her excellent physical. health did not allow her to rusticate. 
She served on hospital and Red Cross committees, took.a part 
in the social life of thé county, and did a great deal of hard 
work in the garden. 
acting as medical inspector for the Red Cross in Cornwall 
and organizer of liaison officers who are looking after the 


She took to war work again in 1939, 









a 


All this she was doing 


welfare of soldiers and their relatives. 
up to the time of her death. 














































_Mrs. Ivens Knowles was a woman who led an active, busy : 
life, but she had time for social functions, which she thoroughly e 
enjoyed, and was renowned for her hospitality and charm n 
as a hostess and conversationalist. It delighted her to give ct 
parties for those who were working with her in hospital or 7 s( 
to take them to the theatre. She kept up her connexion With ° C1 
France by paying holiday visits to different parts of the country s 
by belonging to a French society where she met and conversed = 
in their language with those French people living in Liverpool} a 
Many of the “ blessés ” who had been in her hospital in France he 
wrote regularly, and she met members of the staff at the annual as 
dinner of the Royaumont Association, of which she was he 
president, and just before her death she was doing propaganda pli 
work for the “ Friends of France.” She took an active Part Pr 
in the Medical Women’s Federation, was president for a term “ 
of two years, and chairman of subcommittees, and was always a 
ready to help and give advice to young medical women. wo 
This long and full career was sustained throughout by aft 
unflagging mental and bodily vigour. She expetted much from to 
those working with her, and got it because she always did her up 
share. Her kindness and sympathy to her English and French Car 
patients were rewarded by the admiration and cevotion they the 
showed for “the Lady Ivens” and “La Colonelle.” 
av 
exp 
Dr. James H. ORMOND died suddenly in his sleep on Jan. 9 Ps 
at his residence at Lozells, Birmingham. He was aged 75, had 
Educated first at Partick and Glasgow Academy, he graduated it t 
M.B., Ch.M. at Glasgow University in 1893, and after some wee 
years in general practice in Glasgow he settled in Birmingham So 
in 1900, and worked for 44 unbroken years in general practice. TAS. 
Despite his advancing years, and quite unshaken by severe air 
raids in his area, Dr. Ormond carried on as usual, and it may 
truly be said that he died in harness. 
Sir GouLp May, M.A., M.D., M.R.C.P., who died on Feb. 12 
in his 81st year, was one of the distinguished sons of the late 
Right Hon. George May, Lord Chief Justice of Ireland. -Edu- Acki 
cated at Rugby, Trinity College, Cambridge, and the London Dou 
Hospital, Gould May had during a long career an extensive and were 
very successful private practice in Belgravia. He was especially ‘form 
interested in gynaecology, and was for many years physician for | 
to and later consulting physician to the Grosvenor Hospital for aunres 
Women, Vincent Square, and to the St. George’s Dispensary, ‘the c 
Pimlico. During the last war the British Red Cross Society she h 
organized a hospital to work among our allies in Russia, and to to ju 
this Gould May was appointed physician and the late the ac 
Sir Herbert Waterhouse surgeon. On the return of this hospital profo 
to England Gould May became senior medical officer to the Teasor 
Russian Hospital for British Officers in South Audley Street Mr. 
a most successful and popular hospital financed by a Russiat by M 
lady, Madame Mouravieff Apostol. Gould May was knighted Count 
in 1923 on the recommendation of the Prime Minister, stated 
Mr. Bonar Law, whom he had attended for many years; hk a surg 
was also a Knight of Grace of the Order of St. John of Jeruse hospits 
lem. “Gouldie” was a keen sportsman and an expert fisher suffere 
man, deservedly popular for his generosity and kindness of § | the sla 
disposition among a large circle of friends——A. M. W. _ submit 
vindica 
The late Dr. E: WiniFRED DicKSON was born in 1866 #@ ar. 
Dungannon, Co. Tyrone, and educated in Belfast and London § =. 
After nursing her mother for a year she decided, with ha §” Ockir 
father’s encouragement, to go in for medicine. The School of > pe 
the College of Surgeons in Dublin was just opened to womel, § - Jut on 
and this she entered in 1887. She found that she was apparently § + > 
capable of passing examinations easily, and, anxious to ob : bee 
a university degree, she applied for permission to enrol #§” va 
Trinity College. Though supported by the medical faculty she # ° f Pital 
was unsuccessful, owing to the opposition of the theologian. ° 2 ve 
She therefore matriculated in the old Royal University o + Position 
Ireland, and, carrying on both courses simultaneously, took her aan | 
licentiateship in 1891 and the M.B. in 1893, the latter with firs-§’ “you 
class honours and an exhibition. In the same year she was electé ps ont 
the first woman Fellow of the Royal College of Surgeons ing '2¢oncei 
Ireland and won a travelling scholarship on which she studied” Tae a 
for six months in Vienna and Berlin. While abroad she appli¢ h e si 
for a resident post at the Rotunda, but the managers refused offta mé 
appoint a womar. On her return to Dublin she put up he gr cer Ww 
plate first in St. Stephen’s Green and then in Merrion Stre = sath 
and was appointed gynaecologist to the Richmond, Whitworth > Simtel 
and Hardwicke Hospitals, and assistant master of the Comb with — 
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-~s.in Hospital. In 1896 she took the M.D. and the master- 
Lying obstetrics, both with honours, and was appointed an 
uD in r in midwifery to the Royal College. She‘wrote a 
ann of papers in her specialty, but her interests were not 
on to it. She married towards the end of 1899, and, unlike 
age the feminists of the day, decided that she could not 

me as to practise. In 1915, however, with her husband on 
“ave and her children at school, she came back, first as an 
sistant in Rainhill Mental Hospital, and later as a war deputy 
ass llesmere Shropshire, where, in addition to general practice, 
ts ted as M.O.H., and visited the local Service convalescent 
“A xtals Later she bought the practice and took on a male 
Pant, but in 1919 an attack of bronchopneumonia forced 
Eto give up this. Thereafter medicine again took second 
a e to the needs of her family, but she spent two years in 
Grectice in London, at Siena, Italy, and at Tunbridge Wells. In 
1030 illness again made her stop for a time, but for several years 
he went to South Wales as a part-time clinical assistant in a 
maining community for whom, and more especially for whose 
womenfolk, she had the greatest sympathy. Twenty-five years 
after her first wartime locumtenency she was again taken on 
to the staff at Rainhill, and there she continued on full duty 
up to within two months of her death at the age of 77. She 
can be numbered among the pioneers who helped to remove 
the prejudice against women in the profession, and so made 
it easier for those who have followed her. A correspondent 
writes: I only met Dr. Dickson in her old age, but there was 
a vigour and vitality about her and a directness of opinion and 
expression which are unusual and refreshing. With this strong 

rsonality went a very remarkable unselfishness, and it was 
characteristic of her that, knowing for several months that she 
had an incurable carcinoma, she not only made no mention of 
it to her family but continued with her work until within a few 
weeks of her death. 
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AN M.O.H. VINDICATED 


Acknowledgment that statements made by her against Dr. Adam 
Douglas Fraser Menzies, medical officer of health for Skegness, 
were entirely without foundation was made by Dorothy W. Hunter, 
former matron of the Skegness and District Hospital, in an action 
for slander brought against her at Lincolnshire Assizes. Hunter 
unreservedly withdrew any charge she might have made affecting 
the character and reputation of the plaintiff, and further stated that 
she had no justification for making any such charge. She submitted 
to judgment and to an order to pay Dr. Menzies his taxed costs of 
the action. Through Mr. C. L. Henderson, K.C., she expressed her 
profound regret to Dr. Menzies for the injury he had sustained by 
teason of the matters complained of in the action. 

Mr. Arthur Ward, K.C., who, with Mr..J. P. Stimson (instructed 
by Messrs. Le Brasseur and Oakley on behalf of the London and 
Counties Medical Protection Society), appeared for the plaintiff, 
stated that the slanders were of a very serious nature. Dr. Menzies, 

_ a surgeon of 17 years’ standing, was a member of the staff of the 
hospital where Hunter was the matron. Fortunately the doctor 
suffered no professional injury as no one who knew him believed 
_ the slanders. The sole purpose of bringing the action, since Hunter 
_ submitted to judgment on terms which had been agreed, was to 
_ vindicate his character. 

Mr. Justice Charles said he was very glad indeed that the action, 
which was of a most serious nature, had been thus séttled. Most 
+ shocking allegations, to which he was not going to refer, were made 
‘against a doctor of high reputation not on one occasion, nor two, 
Dut ¢ These allegations had been made, he 
j imagined, deliberately, after consideration. “If these statements 
had been true,” he continued, “ and I now understand that they are 
+8 pack of lies, the duty of the defendant, who was a matron of a 


hospital, was to go direct to the police, for an allegation was made 


of a very serious criminal offence. How on earth a person in that 
Position could, if she be in her right mind, have made a series of 


* serious allegations against the medical officer of health, such as she 

















make, when she knew all the time that they were totally untrue— 




























V ond now by her counsel openly in this court does say so—is quite 
/ "conceivable to me. I am very glad indeed that she has seen 
+ Sense, and some sense of decency, at last.” 

__ The statement unreservedly withdrawing any charge Hunter might 
_ have made affecting the character and reputation of the medical 
Officer was read by Mr. Henderson. The judge commented that he 














Was Satisfied with this statement, which, he said, amounted. to 
unreserved withdrawal, admission that the statements were untrue 
and without foundation, and an expression of regret. Judgment 
with costs was given for Dr. Menzies. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BuUCKSTON BROWNE LUNCHEON 


The Buckston Browne Luncheon for Fellows and Members was held 
on Saturday, Feb. 12 (the eve of the 216th anniversary of John 
Hunter’s birth), in the Great Hall of Lincoln’s Inn with the Presi- 
dent, Sir Alfred Webb-Johnson, in the chair, and for the second 
time lady Fellows and Members formed part of the large company. 
The guests included five members of the Government—Lord Woolton, 
Mr. Ernest Bevin, Mr. Henry Willink, Captain Crookshank, and 
Miss Florence Horsbrugh—and all were received in the ante- 
chamber by the President and the two Vice-Presidents, Mr. H. S. 
Before the assembly sat down a loyal) 
message had been sent to the King as Visitor of the College, and 
afterwards an acknowledgment was received from His Majesty. The 
Princess Royal, an Honorary Fellow of the College, also sent a 
message, as follows: ‘‘ Her Royal Highness the Princess Royal 
deeply regrets that she is prevented from being present in person 
at the luncheon to-day, but her thoughts will be much with all the 
Fellows and Members, and with their President. She has a lively 
recollection of the delightful occasion on which she last attended 
the Buckston Browne Luncheon and of the pleasure which it gave 
her, and she sends to all present her very best wishes and remem- 
brances.’’ After lunch, when the loyal toasts had been honoured, 
Mr. Souttar presented Mr. W. H. Collins for the award of the 
Honorary Medal of the College in recognition of many liberal acts, 
and particularly his great generosity in the endowment of the 
Department of Pathology in the College and the institution of a 
Chair of Human and Comparative Pathology. 

The President’s speech of general welcome and review of events 


‘ passed from grave to gay and back again with his customary skill. 


In a reference to the Beveridge report and the forthcoming White 
Paper he said that the Royal Colleges had a special responsibility 
in regard to the consultant services and the standards to be required ; 
their higher diplomas were accepted hall-marks throughout the 
Empire. For a generation the medical profession had been pressing 
for a comprehensive medical service for those in need of it. No 
one knew better than they the ravages of want. They therefore 
welcomed the Government’s decision to provide this service, and 
if it were provided only for those who could not provide it for 
themselves half the difficulties would disappear. On behalf of the 
Council he greeted the five Ministerial guests and warmly thanked 
the Treasurer of Lincoln’s Inn, Judge Sir Gerald Hurst, for his 
courtesy and that of the Benchers in lending their magnificent hall 
to their surgical neighbours and friends in Lincoln’s Inn Fields. 
Among those he named as having honoured the College by their 
attendance that day were Sir Henry Dale, President of the Royal 
Society, Lord Moran, President of the Royal College of Physicians, 
Mr. Eardley Holland, President of the Royal College of Obstetricians 
and Gynaecologists, Sir Stanley Woodwark, Master of the Society 
of Apothecaries, Sir Herbert Eason, President of the General Medical 
Council, Sir Henry Tidy, President of the Royal Society of Medicine, 
and Dr. H. Guy Dain, Chairman of Council of the B.M.A.: 
Surgeon Vice-Admiral Sir Sheldon Dudley, Medical Director-General 
R.N., Lieut.-General Sir Alexander Hood, Director-General, A.M.S., 
Air-Marshal Sir Harold Whittingham, Director-General, R.A.F.M.S., 
and Major-General Sir Ernest Bradfield, Medical Adviser~to the 
Secretary of State for India; also Sir Edward Mellanby, Secretary 
of the Medical Research Council, and Sir Wilson Jameson, Chief 
Medical Officer, Ministry of Health, and the following representa- 
tives of Allied and Friendly Nations: Brig. Paul R. Hawley. 
Col. Elliott C. Cutler, and Col. J. C. Kimborough (U.S. Army 
Medical Corps), Capt. W. M. Anderson (U.S. Navy), Major-Gen. R. 
Luton (Canada), Lieut.-Col. J. H. Anderson (Australia), Prof. S. 
Sarkisov (U.S.S.R.), Dr. Woo (China), Dr. H. A. Aksel, Lieut.-Col. 
B. Tugan, and Dr. Bekir Taskiran (Turkey), and Dr. Alvaro Pontes 
(Brazil). 

The Minister of Health, Mr. Willink, in a serious speech lightly 
delivered, spoke of the affinities and common ideals of médicine 
and his own profession of law, of the family bonds which join him 
to doctors, and of his wish for full co-operation with the profession 
of medicine. Whatever the coming White Paper might contain they 
could rely on him to listen most carefully to what came from the 
R.C.S. and the sister Colleges. In everything that the Government 
would put forward for consideration and discussion probably 
nothing was more important than making the benefits of medical 
science available to every member of the community. 

The last toast, proposed by Sir Girling Ball, was that of the 
health of “the founder of the feast,” Sir Buckston Browne, now 
nearing his 93rd birthday, whose vigorous reply, paying tribute to 


= and Jenner and Lister, could be heard in every part of the 
all. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND ° ; i 
An ordinary meeting of the Council of the College was held on Medical Notes in P arliament 
Feb. 10 with Sir Alfred Webb-Johnson, President, in the chair. a 


Surg. Rear-Adml. G. Gordon-Taylor was appointed Thomas 
Vicary Lecturer for the year 1944. Mr. P. J. Moir, Mr. N. 
Sinclair, Mr. W. D. Doherty, Brig. A. H. Whyte, Surg. Cmdr. J. B. 
Oldham, Mr. B. H. Burns, and Surgt. Capt. Lambert Rogers were 
re-elected, and Mr. T. Twistington Higgins and Air Cmdre. Stanford 
Cade were elected Members of the Court of Examiners. Mr. W. 
Kelsey Fry was elected a Member of the Board of Examiners in 
Dental Surgery for three years as from March 9. The following 
were elected Examiners in Applied Physiology and Pathology for 
the Fellowship for the remainder of the Collegiate year 1943-4: 
Prof. R. J. S. McDowall and Prof. Samson Wright (Physiology) ; 
and Prof. Geoffrey Hadfield and Prof. W. G. Barnard (Pathology). 
Mr. Eardley Holland was reappointed as the representative of the 
College on the Central Midwives Board for a further year as from 
April 1, 1944, 

A Diploma of Fellowship was granted to W. H. Bond. Diplomas 
of Membership were granted to A. Brown, T. R. Farrimond, I. L. 
McKelvie, R. Milton, E. S. Shalom, T. R. Steen, M. J. Williams, 
and to the list of candidates ‘whose names were printed in the report 
of the meeting of the Royal College of Physicians of London in 
the Journal of Feb. 12 (p. 239). 


UNIVERSITY OF BIRMINGHAM 


The following degrees were conferred in absentia on Dec. 18, 1943, 
by special warrant : 

M.D.—1 D. R. Humphries, C. F. V. Smout, C. C. Teall. 

Pu.D.—(In the Faculty of Medicine): R. A. M. Case, A. D. T. Govan. 

M.B., Cu.B.—13 Theresa Lazar, 131. Macnab, 2Evelyn M. Crawford, 
2 Margaret L. Hampton, 23 Margaret D. Thompson, 3 Kathleen M. Brown, 
R. A. Chand, Beatrice D. Cluley, Joan R. Collins, Kathleen M. Fox, K. H. 
Freeman, Ida C. Hughes, R. A. F. Jack, R. Lindop, Mary S. McGladdery, 
J. C. Miller, 53. M. Mynors, 3 Dorothy J. M. Readman, B. V. Robinson, 
+F. C. Williams, G. F. J. Williams, P. W. Woodcock. . 

1 First-class ‘honours. 2 Second-class honours. 3 Distinction in paediatrics 
and medicine. 4 Distinction in medicine. 5 Distinction in midwifery. 


UNIVERSITY OF SHEFFIELD 


The Council at its last meeting appointed Prof. E. J. Wayne, M.D., 
to be director of postgraduate medical studies. Prof. J. Crighton 
Bramwell, M.D., and Surg. Rear-Adml. C. P. G. Wakeley, F.R.C.S., 
were appointed external examiners in medicine and in surgery 
respectively. 








The Services 








The London Gazette has announced the appointment as K.B.E. 
(Military Division) of Major-Gen. (temp.) E. M. Cowell, C.B., 
C.B.E., D.S:0., T.D., late R.A.-M-C., in recognition of gallant and 
distinguished services in the field. 

The London Gazette has announced the award of the D.S.O. to 
Capt. (temp. Major) (Acting Lieut.-Col.) A. Crerar, M.C., R.A.M.C., 
and the M.C. to Capt. (temp. Major) D. L. Lewis, R.A.M.C., in 
recognition of gallant and distinguished services in Italy; Capt. J. J. 
Sumner, R.A.M.C., has been awarded the M.C. in recognition of 
gallant and distinguished services in Burma. F 


R.A.F. APPOINTMENTS 


The undermentioned officers of the Medical Branch, Royal Air 
Force, have been granted the“acting ratik stated, from Jan. 16, 1944, 
while holding the appointment indicated : 





Medical Officer Acting Rank Appointment 
Air Cmdre. A.F. Rook, O.B.E.| Air Vice-Marshal 
Air Cmdre. G.L. Keynes ee 
Air Cmdre. C.P.Symonds, C.B. 





Consultant in M-uicine 
Consultant in Surgery 
Consultant in Neuropsychia- 


try 
Consultant in Pathology and 
Tropical Medicine 
Consultant in Radiology 


A rCmdre. T.C. St.C. Morton | Air Commodore 


Actings Wing Cmdre. J. F. | Group Captain 


Bromley . 

Acting Group Capt. C. W. ES Additional Consultant in 
Flemming Surgery 

Wing Cmdr. T. K. Lyle Local Consultant in Ophthal- 

| mology over-seas 

Wing Cmdr. G L. M. ‘ Consultant in Venereal 
McElligott Diseases 

Wing Cmdr. F. W. Roques $6 Consultant in Gynaecology 


Consultant in Mass Radio- 
| graphy and Tuberculosis 
| 





Wing Cmdr. R. R. Trail, M.C. a 








CASUALTIES IN THE MEDICAL SERVICES 


Missing at sea.—Lieut.-Col. T. S. Eves, D.S.O., R.A.M.C. 
Died—Temp. Lieut.-Col. Felix Smith, R.A.M.C. 











The Parliamentary Medical Committee has chan its ti 
to the “ Parliamentary Medical Group.” a 

Dr. Charles Hill, Acting Secretary of the B.M.A. and 
Dr..George Buchan (Association of Medical Officers of Health) 
met the Parliamentary Medical Group on Feb. 14, explained the 
views of their Associations on the Education Bill, and suggested 
amendments. A deputation was proposed to the Minister on 
these amendments, and it is expected that the Group will’ 
sponsor certain which are in preparation. 

Dr. Hill will meet the Parliamentary Medical Group on 
March 7 to discuss the White Paper on a National Health 
Service. 

The White Paper 

Announcing on Feb. 17 the issue of the White Paper on a 
National Health Service Mr. WILLInK said the proposals 
described were those which the Government believed to be 
best calculated to achieve an efficient and comprehensive 
National Health Service. But they were proposals, not decisions 
and the Government had promised that they should be discussed 
with all concerned and would welcome constructive criticisn 
in Parliament and the country. 


Incidence of Venereal Diseases : 
Mr. WILLINK said on Feb. 10 that figures were not yet 
available for the year 1943 of the number of new cases of 
venereal diseases treated at local authority clinics. These dis- 
eases were not notifiable. Incidence of these diseases had 
increased since the beginning of the war, but the rate of increase 
had recently diminished. Regulation 33B, though this did not 

require statutory notification, had had an appreciable effect. 


Infant Mortality 
On Feb. 10 Mr. WILLINK gave the following statement: 
Deaths per 1,000 live births of infants whose age does not exceed 
24 hours, in England, Scotland, and Wales for the years 1935 to 
1942, are as follows: 














Year England Scotland Wales 
1935 10-7 11:7 12:1 
1936 10-6 11-9 11-9 
1937 — 10-8 12.0 11-7 
1938 /.. ‘“ 10-2 11-6 11-0 
1939, a 10-2 13-3 10:9 
1940 9:5 12:0 10-6 
1941 98 13-0 11-1 
1942 9:5 12:0 9-9 
1943 Figures not available 








On Feb. 15 Mr. WILLINK informed Major Markham that the 
infant mortality rates for England, Wales, and London for 


1941, 1942, and 1943 were as follows: 
England Wales London 
1941 ¥, oe bin) MED ishts o.cateRteoike Re eee. 58 
ee. 2. a in, MON ls sisic hs ol scan BB io scideoetsciiton 51 
oes se TEOMA Pe co io 7 Tia Ramet 49 


*Provisional. 


Major MARKHAM also asked what was the infantile mortality 
rate for Scotland for 1943 ; and the latest comparable rates for 
Iceland, New Zealand, New York, and Chicago. Mr. JOHNSTON 
said that the infant mortality rate for Scotland for 1943 was 65 
per 1,000 live births. The latest figures available for the othe 
places were: New Zealand (1942, Europeans) 29; New York 
City (1940) 35; Chicago (1940) 29; Iceland (1936, rat 
calculated by U.S.A.) 48. 


Education Bill: Nursery Schools 

Consideration of the Education Bill by the House of Cont 
mons in Committee was resumed on Feb. 15. On Clause 4, 
which deals with the stages and purposes of the statutory system 
of education, Mr. Key moved an amendment which, he said, 
would rectify a grave omission in the Bill—the necessary 
arrangements for the children who at present attended nursery 
or infant schools. Under the Bill junior pupils were to com 
prise all children under 12, and nursery schools were regard 
as being outside the normal provisions for children. They wert 
excluded from the categories of county or auxiliary schools 
and were specifically included in the special schools for mentally 
and physically defective children. There was very grave dang 
that those who had been hitherto regarded as infants in the 
separate establishments between the ages of-5 and 7 would 
find themselves merged into the general primary arrangements 































Dec. : 
the inc 
to obt 
full, t 
it was 
scheme 
within 
to his 
disease 
made : 
require 
tion of 
South 
Mr. 
men we 


_ to iner 
_ to see 
_ concert 
_ Very gi 
4 to see 
| He als 
the use 








Repl: 


the we 
| Mr. HE 
' In the r 
- Wales © 
' of the 


further 
recogni: 
With th 
at the | 
qualifie: 








pep. 26, 1944 


MEDICAL NOTES IN PARLIAMENT 


BRITISH 
MEDICAL JOURNAL 


311 








—— 

mixed with children from 7 to 11. The technique which 
had been worked out for dealing with the children in infants 

nursery schools had been a result of a scientific and psycho- 
logical approach to child development. It would be a disastrous 
thing if the benefits of that were lost merely to get a merger 
these two types of school. As soon as the attendance of 






- the children over 5 was compulsory under the law, the one 

ted, who would not receive the benefits of the nursery- 
and ool provision, would be the child under 5. The effect 
Ith) of trying to make small nursery schools near to homes would 


the result, almost inevitably, in an unqualified staff, and would 


sted use a very harmful and unnecessary psychological break in the 
pn child’s deve!opment. Dr. SUMMERSKILL, who supported the 
will amendment, said it was difficult to understand why this new 
gystem should have been divided into three stages—primary, 
Rs secondary, and further education—and the preparatory stage 
1 absolutely neglected. 
alth Mr. EpE said that this was a clause which tried to set out 
for the first time the conception that education was a con- 
tinuous process. The Government believed that, where numbers 
na made it possible, there should be a separate infants’ department 
sals for children of compulsory school age under their seventh 


be pirthday. There must be elasticity in the system to allow any 


sive development from 5 to 7 to occur and so that their successors 
ons, ‘at some future date would be able to decide the appropriate 
sed age at which the preparatory stage should end. 

ism The amendment was negatived. 


The debate on the Bill was adjourned. 


Mass Radiography in Wales 
yet On Feb. 15 Mr. Jackson asked the Minister of Health how 


: of many extra beds had been allotted to meet the increased num- 
dis- bers of tuberculosis patients discovered by mass radiology in 
had Wales, and if he was satisfied that the number was adequate. 
ease Mr. WILLINK said that it was not proposed that tuberculosis 
not authorities should assign a quota of beds specifically to cases 

discovered through mass radiography. The proportion of per- 

sons examined by this method who were found to be tuberculous 

and to require institutional treatment was very small, and the 
ai mass radiography unit now operating in Wales should cause no 
ceed ‘substantial extra demand on sanatorium beds for some time to 
5 to come. He was aware that tuberculosis accommodation in 


Wales and in other parts of the country fell short of what was 
desirable. Problems of building and staff were at present 
serious, but 240 additional beds for tuberculosis had been pro- 
vided in Wales in the last eighteen months. 


Silicosis and Pneumeconiosis in Miners 

On Feb. 15 Mr. J. GriFFirHs asked the Minister of Fuel 
and Power how many miners have had to cease work at the 
mines in the past six months in consequence of being certified 
under the Silicosis and Pneumoconiosis Orders, and what steps 
were being taken to prevent the increase of this disease among 
miners. Major LLoypD GEORGE said that 819 workmen had 
been certified by the medical boards in the six months ended 
t the Dec. 31. It did not follow, however, that all these men had left 
for the industry, and it would be necessary to make detailed inquiries 
to obtain precise details. He was aware of, and shared to the 

7 full, the concern felt about the increase in these numbers, but 
it was due almost eritirely to the extension of the compensation 

scheme last July, which brought sufferers from pneumoconiosis 

within its scope. A number of expert committees, in addition 

to his own specialist inspectors, had the prevention of these 


tality diseases constantly under review, and on their advice he had 
s for § made an Order conferring upon the inspectorate the power to 
STON require appliances to be installed for the suppression or extrac- 
as 65 tion of air-borne dust below ground. This Order applied to 
other South Wales, and came into operation on Jan. 1. 
York @ Mr. Grirritus pointed out that in his own constituency 350 
rat ™@ Men were waiting to go before the board. He asked the Minister 
_to increase the effort to combat this disease and, in particular, 
_to see that what was being done was explained to the people 
concerned. Major Ltoyp GerorcE replied that he would be 
Con: Very glad to do that. There was nobody more anxious than he 
se 1, | [0 See every possible method of dealing with the disease used. 
ystem He also promised Mr. Palmer to look into the question of 
said, the use of mass radiology. 








ssary @ _, Replying on Feb. 17 to questions by Mr. James Griffiths on 
irsery H the working of. the Silicosis and Pneumoconiosis Orders, 
com Mr. HerpertT Morrison said that owing to the large increase 
ardei @ in the number of applications to the medical board from South 
wert[/™ Wales miners examinations had been delayed. The strength 





‘4 


’ of the medical board in South Wales had been doubled, and 
further assistance was being given so far as practicable. He 
recognized the desirability of doing everything possible to cope 
with the increased work, but claims on the medical profession 
at the present time made it difficult to secure the services of 
qualified men who could devote time to this work, and some 







woul 
ments 





delay was unavoidable. As the result of discussions with 
representatives of the South Wales Miners’ Federation he hoped 
that in future priority of application would be given to cases 
where the disease was advanced and the workman was incapa- 
citated for work. The number of applications for certificates 
of disablement or suspension dealt with by the medical board 
under the Coal Mining Industry (Pneumoconiosis) Scheme. 
1943, up to Feb. 5 was 1,285, of which 1,100 were in South 
Wales. The number certified to be totally disabled or suspended 


“on account of the disease was 737, including 658 in South Wales. 


The numbers of applications from coal-miners dealt with by the 
medical board under the schemes of compensation and benefit 
under the Silicosis and Pneumoconiosis Orders for the year 
ended Dec. 31, 1943, was 2,645, of which 31 were from 
Lancashire. and Cheshire. The number certified to be totally 
disabled or suspended on account of the disease was 1.281. 


Penicillin 

Mr. CHARLES PEAT said on Feb. 16 that arrangements for 
the production of penicillin in Canada, the United States, and 
this country were co-ordinated by the Combined Production and 
Resources Board. 

Major Lyons asked on Feb. 17 if the attention of the Minister 
of Health had been called to the production and use of home- 
made penicillin. Mr. WILLINK said that some research workers 
had published notes on so-called home-made penicillin. Small- 
scale production of this substance was attended by special diffi- 
culties of purification and standardization. He would certainly 
be glad to receive all information relative to the production 
and application of penicillin. 


Call-up of Doctors in Scotland 

Sir EDMUND FINDLAY on Feb. 17 asked whether the Secretary 
for Scotland was aware that the Scottish Central Medical War 
Committee had sent calling-up notices to a number of doctors 
in the public health service, and whether the withdrawal of 
these doctors was justified on the grounds of national interest. 
Mr. JOHNSTON said the action of the Central Medical War 
Committee followed a recommendation by the Medical Per- 
sonnel (Priority) Committee and was taken after careful local 
inquiry in the various local authority areas by his medical 
officers. He was reluctant to see any reduction in the Scottish 
public health services. but every effort had to be made to meet 
the urgent need for doctors to serve with the Forces. This 
might involve some temporary curtailment in the routine medi- 
cal work of public health departments. He trusted that by’ 
co-operation with neighbouring authorities it would be possible 
to overtake essential public health duties. 


Medical News 


Prof. B. A. McSwiney will deliver the Oliver-Sharpey Lectures 
before the Royal College of Physicians on Thursdays, March 2 
and 9, at 4. p.m. His subject is “‘ Afferent Fibres of the Abdominal 
Viscera.” 

A course of eight lectures on the physiology of the eye will be 
given at the Royal Eye Hospital, St. George’s Circus, S.E., at 
4.30 p.m. on Mondays, Feb. 28; March 6, 13, 20, and 27; April 17 
and 24; and May 8, by Prof. Samson Wright and Dr. David Slome. 
These lectures are open to members of the medical profession and 
medical students. 

The .Ling Physical Education Association will hold refresher 
courses in (a) Leicester, on March 4, at the Newarké Girls’ Second- 
ary School; (6) Bristol, on March 11, at the Red Maids’ School, 
Westbury-on-Trym. At Leicester, Group Capt. C. J. S. O'Malley 
will lecture on “ Principles of Rehabilitation” at 11.15; at Bristol, 
Miss M. Forrester-Brown, M.S., will lecture on “‘ Rest and Exercise 
in the School Curriculum.” 

Recently the Therapeutic Research Corporation of Great Britain 
published a statement in regard to the mass production of penicillin. 
Lord Nuffield has been interested in penicillin since the discovery 
that the antibacterial properties of this extract of Penicillium 
notatum could be used for the cure of various bacterial diseases in 
human beings. At his suggestion the Nuffield Provincial Hospitals 
Trust early in 1943 undertook to make grants of £2,300 per annum 
for a period of five years towards the remuneration of the team of 
researchers working under Prof. Florey in Oxford. The University 
of Oxford accepted these grants from the Trust with gratitude. This 
action has been taken by the Trust with the concurrence of the 
Medical Research Council, which has been supporting the work for 
several years and is continuing to make a substantial grant for 
research expenses. Later, the Trust also agreed to make substantial 
grants towards the development of penicillin treatment of meningitis, 
brain abscess, and other pyogenic diseases of the central nervous 
system. 
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Specialists in the hospitals, higher salaries for nurses, and a new 
health education officer to supervise the teaching of hygiene in 
schools are among the items in Trinidad’s health programme, on 
which £500,000 is to be spent this year. It is hoped that a start 
will be made on the island’s £300,000 tuberculosis sanatorium. Two 
new health centres have already been built and the first rural dis- 
pensary is now being constructed. Three more health centres and 
eleven dispensaries are to follow. A child welfare centre estab- 
lished last year is proving very successful. 


Queen Wilhelmina of the Netherlands has approved the appoint-° 


ment of Dr. J. E. Stanley Lee, M.B., F.R.C.S., F.R.F.P.S., of 
Wolverhampton to be an Officer in the Order of Orange-Nassau. 


A grant of £28,600 has been made available under the Colonial 
Development and Welfare Act for a tuberculosis survey in Fiji. It 
is hoped to extend the survey to the British Solomon Islands 
Protectorate and the Gilbert and Ellice Islands Colony. The scheme 
will cover a preliminary survey only, mainly to determine the extent 
of the problem and the best means of dealing with it. A Government 
medical officer is undertaking preliminary work. A comprehensive 
scheme for the reorganization of the medical services of Fiji and 
the Western Pacific with assistance under the Act is contemplated, 
under which it is proposed to provide accommodation for 400 cases 
throughout the area. 


The 50th anniversary of the foundation of the Johns Hopkins 
School of Medicine was observed on Oct. 2, 1943. 








No. 5 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Feb. 5, 


Figures of Principal Notifiable Diseases for the week and those for the corre. 
sponding week last year, for; (a) England and Wales (London inciuded), (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease 
are for: (a) The 126 great towns in England and Wales (including London)’ 
(b) London (administrative county). (c) The 16 principal towns in Scotland, (q). 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, * 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 





1943 (Corresponding Week) 
| | f 
&) | ©} (d) | ©) 


321 21 9 
I 


1944 





Disease - 
(a) | (b) (c) | td) (e) | (a) 


Cerebrospinal fever .. m| 4| 23) 4|—I|~ 110 9) 
Deaths aie o% — 2 1 





Diphtheria <A ~ 733| 35) 187) 145! 26] 897 31) 233) 126} 43 
Deaths Ae ex 15 2 2 6, — 35 3 ll 6 


Dysentery fe o> ot 161; 18} 97; 1| — go} 12) 31] — | __ 
Deaths a ae —|j—- eee bes 











Encephalitis 
acute 


lethargica, 
Deaths a f an — 1 








EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales notifications of measles rose by 243 and 
of scarlet fever by 104; those of diphtheria fell by 44. 

The incidence of measles has mounted steadily during the 
past month, and the notifications are double the number at 
the beginning of the period. The only counties reporting a 
substantial rise during the week were Lancashire by 81, and 
London by 53, which together had 37% of the total notifica- 
tions. There was a slight rise of scarlet fever throughout the 
country, but the only large local increase was Essex, with 43 
more cases. The incidence of whooping-cough fell slightly in 
the north and rose slightly in the south, the balance yielding 
an increase of 12 for the whole country. After rising for five 
consecutive weeks the notifications of diphtheria fell by 44; 
there was a rise in Durham of 21, and a slight rise in the 
combined London and south-eastern region of 18. 

With the exception of two areas, dysentery fell in incidence. 
The rises were in Surrey from 12 to 17, and Yorks West Riding 
from 10 to 27 (Aireborough U.D. 16). The other large returns 
were those of Lancashire 19, London 18, and Middlesex 17. 

In Scotland scarlet fever went up by 24 cases, acuté pneu- 
monia by 17, diphtheria by 16, and whooping-cough by 10. 
The 41 more recorded notifications of dysentery were contri- 
buted, with the exception of 1 case, by 40 cases in Dunbarton 
County that occurred in January but had not been previously 
reported. 

In Eire the notifications of diphtheria remained at a high 
level, and the incidence of measles rose by 52 cases: 199 of 
the 241 cases of measles were notified in Dublin C.B. 

In Northern Ireland the notifications of scarlet fever went up 
by 20, with a total of 91 cases, 58 of which were reported 
from Belfast C.B. 


Vital Statistics of Scotland, 1943 


The preliminary summary shows a birth rate of 18.9 per 
1,000, 1.2 above the average of the five preceding years, and 
the rate was the highest since 1931. The infant mortality was 
65 per 1,000 births and was the lowest rate ever recorded in 
Scotland, and 9 below the five-years average. Maternal mor- 
tality was 3.8 per 1,000 live births, 0.8 below the five-years 
average. The general death rate was 13.3 per 1,000, being 
0.3 abeve the rate for 1942 but 0.2 below the five-years average. 
The death rate for all forms of tuberculosis was 79 per 100,000 
and 59 for respiratory tuberculosis ; these rates were respec- 
tively 1 and 2 below the rate for 1942, but 2 and 1 above the 


five-years average. The marriage rate was 7.6 per 1,000, which 


was a fall by 1.9 to the pre-war level. 


Week Ending February 12 


The returns of infectious diseases in England and Wales 
during the week included * sc..rlet fever 1,870, whooping-cough 
2.009, diphtheria 687, measles 1,245, acute pneumonia 909, 
cerebrospinal fever 62, dysentery 220, paratyphoid 5, typhoid 6. 
The deaths from influenza in the great towns numbered 51. 
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(per 1,000 live births) 
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*Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
+ Includes puerperal fever for England and Wales and Eire. 


t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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ANY QUESTIONS ? 


Dyspepsia simulating Duodenal Ulcer 


Q.—A woman aged 40 has for the last few years suffered from 
fatulent dyspepsia and epigastric pain. two hours after meals, which 
is relieved by an alkaline powder. There is occasional tenderness 
over the appendix. There has been no loss of weight. _The patient 
is constipated. Test meal shows a normal curve and the radiologist 
suspects duodenitis. What line of treatment should be followed ? 


A—The case is probably an example of the comparatively 
common form of indigestion, possibly the result of duodenitis, which 
simulates duodenal ulcer, but in which there is no radiological con- 
frmation of the diagnosis. The occasional tenderness over the 
appendix should not lead to its removal, which is more likely to do 
harm than good in the absence of evidence of recurrent subacute 
inflammation. The patient should be given the “ post-ulcer regime ” 
—the permanent routine for people who have had a duodenal ulcer 
which has healed under medical treatment. 

1. A meal or feed (milk, plain -biscuits, or chocolate) should be 
taken at intervals of not more than two hours from waking to retir- 
ing, and again if awake during the night. 

2. The patient should eat slowly and chew very thoroughly. 
Adequate time should be allowed for meals, which must be punctual. 
She should avoid taking a meal when she is tired. 

3. The patient should not smoke more than six cigarettes (or two 
pipes) a day, and these should be after meals. Cigarettes should 
have an absorbent plug in the mouthpiece. 

4. During periods of overwork, and especially of mental stress, 
one day or half-day a week should be spent resting on a strict two- 
hourly diet. A sedative should be given if the patient is worried 
or sleeping badly. 

5. If the patient gets a cold, sore throat, influenza, or other infec- 
tion, bed-rest on a very light diet should be ordered until complete 
recovery. 

6. Avoid alcohol, except (if desired) a small quantity of beer, 
light wine, or diluted whisky with (but never before) meals. Avoid 
pips and skins of fruit (raw, cooked, or in jam, and raisins, currants, 
figs, ginger, and lemon-peel in puddings and cakes), nuts, and unripe 
fruit. Avoid radishes and raw celery, tomato skins, stringy French 
beans, hard peas and beans. Coarse green vegetables must be 
passed through a colander. Avoid porridge made with coarse oat- 
meal, and ryvita. Avoid mustard, pepper, vinegar, curry, pickles, 
and chutney. 

7. A teaspoonful of magnesium trisilicate should be taken an hour 
" meals and also whenever the slightest indigestion or heartburn 
1S felt. 

8. Isogel or liquid paraffin may be taken for the bowels if neces- 
sary, but no other aperient should be used. 

9. No drugs in tablet form, no aspirin or veganin, should be 
prescribed. 
A Case of Rheumatic Fever ? 

Q—A boy aged 18 has suffered from acute rheumatic fever for 
12 months. He feels very well except that sometimes he has palpita- 


.tions. His temperature persists in fluctuating between 99° F. and 


98.2° F. in spite of salicylates gr. 20 given t.d.s. Should the 
salicylates given be increased, or should other treatment be adopted ? 
He is, of course, still kept in bed. 


A.—It is improbable that acute rheumatic fever has lasted for 
12 months, especially in a boy who feels very well. Presumably 
there is no evidence of active carditis? The administration of 
salicylates solely for pyrexia is pointless and in this case ineffective. 
A prolonged course of 60 gr. daily may result in both palpitation 
and a low pyrexia. The first possibility to be envisaged is, however, 
the presence of focal sepsis such as often exists in the tonsils. If 
pyrexia is the only abnormal sign, salicylates should be stopped. 
If within a fortnight the temperature rises further and joint pains 


drug treatment the diagnosis of the present condition must be revised 
and the patient restored gradually to mobility. 


Thiouracil for Hyperthyroidism 
Q.—I would be glad of information concerning thiouracil, which 
I have heard is useful for thyrotoxicosis. 


A.—Thiouracil is a fairly simple chemical substance which can 
be bought from the usual drug houses. It controls the symptoms 
of thyrotoxicosis, which are due to excessive production of thyroid 
hormone. Thiouracil given by mouth to patients prevents formation 
of thyroid hormone, though how it does so is unknown. The initial 
dose is usually 0.1 g. (or 1.5 gr.) given five times a day. After 
administration for 10 to 14 days the symptoms are greatly improved 
and the clinical picture changes. The heart rate and basal metabolic 
r te fall and the body weight goes up. The use of thiouracil must 
be controlled by determining the patient’s basal metabolic rate every 
ten days, in order to determine the correct maintenance dose. for 
each patient. After 3 weeks on the initial dosage it is usually 
necessary to reduce the dose to a daily total of 0.2 or 0.3 g. 
(3 to 44 gr.). Thiouracil occasionally produces a skin rash, but other 
toxic effects have not yet been described. Its administration can 
be continued for many months, and possibly for many years. 


Haemorrhage from Scalp Wounds 
Q.—Most first-aid books teach the use of-ring pads to control 
haemorrhage from scalp wounds with underlying fracture of the 
Skull. Is their use recommended by authorities on head injuries ? 
Are they being used in the present war for such cases ? 


A.—Ring pads are no longer used or recommended for the contro! 
of haemorrhage from a bleeding scalp. In an emergency the bleed- 
ing can be stopped by digital compression of the adjacent scalp on 
each side of the wound against the intact skull. The bleeding can 
also be stopped by haemostatic forceps, which are applied to 1 
galea aponeurotica at intervals of 1 cm., and are then turned back 
over the skin edge. These can be left in position until the wound 
can be surgically cleaned and stitched up. 


Intermenstrual Bleeding 

Q.—A patient, single, aged 32, has been troubled with her menses 
for years. She has the normal monthly period lasting six days 
approximately, and between each month has flow of lesser volume 
which lasts two to three days. Clinically she appears to be normal 
and I can find nothing wrong on vaginal examination. She looks 
well and is not anaemic, though she is easily tired while doing a fill 
day’s work. The condition is more of a worry than a great disability. 
Would treatment by hormone therapy help her, or do you class the 
case as physiological? Alternatively, vitamins A, D, and C have 
been suggested. What treatment, if any, do you suggest ? 


A.—This cyclical intermenstrual bleeding is almost certainly 
** ovulation haemorrhage.” If so it should occur about the middle 
of a 28-day cycle. It is the result of a variation in the oestrogen 
production of the ovary during the change-over from the follicular 
to luteal phase, and is to be regarded as physiological and harmless. 
Its occurrence is the rule in the rhesus monkey and it is not uncom- 
mon in women—although the amount of bleeding is sometimes so 
slight that it passes unnoticed. The phenomenon should be explained 
to the patient and no treatment other than reassurance is required. 
If néed be, however, the bleeding can be prevented by raising the 
oestrogen level of the blood over the period of ovulation. 
Stilboestrol 1 mg. t.d.s. by mouth or daily injections of 5 mg. 
oestradiol benzoate for two days before the anticipated onset of 
the bleeding should be sufficient. Injections of progesterone should 
be equally effective. It should be added that ovulation haemorrhage 
is likely to disappear spontaneously at any time. 


The Varying Menstrual Cycle 
Q.—With reference to your answer on the “ safe period,” on 
page 286 of the JouRNAL of Aug. 28, 1943, and to menstrual periods 
of 21, 28, and 35 days, do these differing menstrual cycles correspond 
to different blood groups? The different blood groups are stated 
to correspond to different sizes of erythrocytes. 


A.—There is no evidence to show that the length of the menstrual 
cycle is related to the blood group of an individual. The iength 
of the cycle is determined by interaction between the anterior 
pituitary and the ovary. The pituitary gonadotrophins stimulate the 
ovary, whereas the ovarian hormones inhibit the pituitary; so once 
the cycle begins it proceeds automatically, although it can be 
influenced by nervous and other endecrinous stimuli. So far as our 


knowledge goes at present, the periodicity of menstruation is to be 
regarded as an inherent characteristic of an individual or as a mani- 
festation of the indiviual’s nervous and endocrine make-up. How- 
ever, it is not an unchangeab'e feature, and is sometimes altered 
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after events such as the profound endocrine disturbance associated — 


with pregnancy. It is therefore unlikely that the blood group, which 
is a constant factor, can have any bearing on menstrual periodicity. 


: Teaching Cleanliness to Infants 


@.—At what age should an infant’s training in cleanliness begin, 
how long should this take, and what are the successive steps, with 
due regard to modern psycho-analytic teaching? To what extent 
should discipline be used, and what form is recommended ? 


A.—The subject has profound social implications, of which the 
questioner seems clearly aware. This answer, however, must be 
limited to practical points. It will be assumed that the* question 
refers chiefly to sphincter control, and only secondarily to such 
matters as general cleanliness and_tidiness. 

Most children acquire spontaneous sphincter control at the latest 
by the time they are two years old. In a sense the problem is one 
dictated by our type of culture, which is intolerant of “‘ dirt.” The 
less anxiety and guilt about it is present in the adult’s mind the 
more smoothly will unobtrusive cleanliness training proceed. It is 
a great convenience for the adult to begin “ holding out’? imme- 
diately after birth, as part of the general toilet after feeds. This 
appears to be accepted without opposition by .the infant. It 
establishes a conditioned response the merits of which are its relation 
to the lienteric reflex and the saving of napkins. The chief point 
is that it must be done without fuss, not continued if the baby shows 
~ rebellion or distress, and failure should be taken with equanimity 
and without startled comment or emphasis. 

The second stage comes often at nine months, when soiling and 
refusal to “‘ oblige’? seem to be part of the baby’s healthy self- 
assertion. Here it is essential not to turn the situation into a battle 
of wills, and to avoid all fuss, anger however mild, or sorrow, 
despite the loss of the earlier ‘‘ pseudo-control.” It is probably 
wisest at this phase, which will pass, to adopt a laissez-faire attitude, 
and patiently, but not too promptly, restore the child to comfort. 
Smearing and playing with its faeces may occur and need. occasion 
no alarm. 

From twelve months onwards the discomforts on the one hand 
and pride and pleasure at production (magic word of our era!) on 
the other stimulate the child to excrete at the times when the pot 
is offered, especially if the adult. shows, however unconsciously, her 
appreciation. The obvious delight in doing it at the wrong time 
must not be checked or connected in the child’s mind with scolding 
or impatience. Later, after eighteen months, lapses will often cause 
spontaneous distress, and reassurance and an easy touch are required 
in handling. As mentioned, the problem usually ceases at this stage 
and may indeed resolve itself into the opposite one—retention and 
prolonged sessions. Occasional later relapses, up to five years or 
even later, usually at night or during illness or excitement, should 
be treated as of no significance. 

In the matter of general urge of washing, etc., the widest differ- 
ences are found. The average child very early comes to love its 
bath, which can be made the occasion of play: and fun even for 
tiny babies. Pride and the ready imitation of adults rather than 
discipline and guilt should be the incentives to the much more 
resented face and hand washing of later childhood, which are also 
best incorporated in a routine, lapse from which is not made into 
an “incident.” Clothing should be planned on the assumption that 
it is natural for little people to dirty them when they are busy. The 


pressure of civilization is so strong that in due time.the normal child © 


comes to conform to most of its canons. 

. Lastly, it may not be out of place to mention that sociological 
survey has shown the Japanese to impose the most rigorous excretory 
training on their infants. Need more be said? 


Ptyalin in an Infant’s Saliva 

Q.—We are told that ptyalin first appears in the saliva at about 
the eighth or ninth month—i.e., when the teeth begin to make the 
mastication and crushing of starch. granules possible. Is this any 
indication for withholding starch from an infant’s feeds until the 
teeth erupt ?. Is amylopsin present in the small intestine from birth, 
or does it make its appearance at the same,time as ptyalin? How 
does the cooking of starch affect the matter? 

A.—Saliva plays very little part in the digestive processes of infants 
before the age of 6 months, but it is not true that ptyalin is absent 
from it until the age of 8 or 9 months. Saliva has slight starch- 
splitting power even at the age of 2 or 3 months. Amylopsin is 
present in the duodenum immediately after birth and before any 
food is given. Indeed Ibrahim showed that this enzyme was present 
in the pancreas of the six-months foetus. These facts and common 
experience suggest that there is no indication for withholding starch 
from an infant’s food until the teeth erupt. Although it may not 
be desirable or necessary to put starch in a young infant’s food, 
there is no doubt that it has the capacity to digest it from the 
earliest age. The cooking of starch renders it more easily digestible. 
Most of the proprietary starch foods have gone through a process 
of preliminary preparation or cooking which renders them more 
miscible and digestible. 


a 
Pin-hole Urinary Meatus 


Q.—Should an infant’s pin-hole urinary meatus always be 
enlarged? I have not found an expression of views in textbooks 


consulted. In doing toddlers’ clinics I find circumcision has been ' 


done and a pinhole meatus left untouched. The meatus tends to 
develop a scab obstructing urination and leading to dribbling. Does 
the meatus enlarge sufficiently with the passage of time, or with 
puberty ? 

A boy of 12 has been referred to me by his father for enuresis 
He has a small though not quite pin-hole meatus; perhaps it is 
enlarging. His father says enuresis started at age 5, after Pertussis 
and the boy had hospital treatment (? belladonna extract) to age 
11, without cure. 

A.—As it has been established that an obstructed meatus in an 
infant may give rise to back-pressure effects upon the urj 
system, it is advisable to pay attention to a pin-point meatus. The 
cause is the failure of proper canalization of the epithelial column 
from which the glans.-portion of the urethra is formed. Usually 
the passage of a moderate-sized probe on a few occasions is all that 
is necessary. 

The problem of enuresis is a complicated one, about which 
agreement has not yet been reached. The psychological aspect 
at present claims most attention, but it is usually. agreed that any 
physical abnormality, such as the question mentions, should be 
corrected, whatever other treatment may be adopted. 


INCOME TAX 
Debts collected Weekly 


‘* INDUSTRIAL ” asks as to the position of debts which have to be 
collected over long periods; must tax be paid on them before they 
are collected? 


*,* Tax is due according to the amount of profits earned, whether 
received in cash or not. In many cases, however, practitioners make 
up their accounts on a “cash” basis, and the Revenue authorities 
have accepted this as an established custom, provided that the amount 
of the gross cash received can reasonably be assumed, taking one 


_ year with another, to be the same as the value of the debts put on 


the books. But once the “ earnings ’’ basis has been adopted the 
authorities are very. reluctant to agree to a change to the legally 
incorrect but much more convenient “ cash ”’ basis. 


LETTERS, NOTES, ETC. 
Degeneration 


Dr. C. G. Gipson (Launceston) writes: Like the questioner in 
the first of ‘‘ Any Questions? ” in the Journal of Feb. 5 (p. 44) I 
am interested in, and thinking about, a disease which has been 
classed for many years among the “ degenerations.”’ He is interested 
in a case of “ degeneration of the pyramidal tract ”; I am interested 
in a case of “ progressive muscular atrophy.” For neither condi- 
tion does there appear to be any treatment which can be described 
as curative. May this not in great measure depend on the fact that 
early investigators, in their attempts to arrange their ideas and to 
classify diseases according to the science of those days, were 
tempted, or forced, to use some such word as ‘ degeneration,” which 
ever afterwards seems to explain ‘the cause of the condition, though 
the originator of the term knew quite well that it does nothing of the 
sort? 


In this inquisitive go-ahead age I think it would be an | 


advance to give up the glib use of ‘‘ degeneration ’”’ or “ degenera: | 


tive ’’ in the nomenclature of diseases. “‘ Degeneration ” strikes me as 
resembling a dust-sheet put over something that has been shelved 
for future consideration. 
Thumb-sucking and Tonsils and Adenoids 
Dr. CuHarLes Brook (London, S.E.9) writes: I am informed thai 


Re oo 


it is the practice of many medical officers at infant welfare centres’ § 


to impress upon mothers the necessity for preventing their babiei 
from sucking their thumbs, fingers, or fists, on the grounds that such 
a practice will cause enlarged tonsils and adenoids and irregular 
teeth. My experience with my own four children appears to con 
tradict this theory entirely. The two who were suckers, not merely 
in infancy but up to the ages of 8 and 10, have never had enlarged 
tonsils or obstructive adenoids, and have perfectly regular teeth, while, 
on the other hand, the two non-suckers have had their tonsils and, 
adenoids removed and one had to have corrective treatment for af 
irregular upper dentition. It would be interesting to learn whether 
other members of the medical profession with families have had @ 
similar experience to the one that I have related. 


Corrigendum 


In the answer to the question on ergotamine tartrate for migraine, 
in the Journal of Feb. 12, p. 243, it was stated: ‘“* Ergotamine taré 
trate is now known to be useful for other forms of headache. 
““Now ” should have been “ zot.” 
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